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EXECUTIVE SUMMARY
This is the Final Report of the Validation and Field Trials of the Assessment Framework and Tool
for Aged Care project. This report provides details of the field testing of the Aged Care
Assessment Tool for Level 1 and Level 2 Assessment at seven sites across Australia. Our
previous report, A Model and Proposed Items for the New Assessment System for Aged Care
(Sansoni et al., 2012c) detailed an assessment system with three levels of Assessment related to
need for services:
§
§
§

Level 1 - for those that require basic services such as meals on wheels or transport etc.;
Level 2 - for those that require more substantial use of services including elements of personal
care, home modification or nursing assistance; and
Level 3 - for those that require a more comprehensive clinical assessment for higher levels of
care under the Aged Care Act 1997.

As part of the earlier work an Assessment Tool was designed for use at Level 1 and Level 2
Assessments.
The Validation and Field Trials of the Assessment Framework and Tool for Aged Care project
commenced in mid-December 2012 and has involved testing the Level 1 and Level 2 Assessment
Tool, using a web-based platform, at seven organisations across Australia. This Project Report of
the Validation and Field Trials of the Assessment Framework and Tool for Aged Care project,
reports on the real world testing of the assessment system described above. The major aim of the
Project has been to validate items, triggers and algorithms in the Level 1 and Level 2 Assessment
Tool and to refine it for use in the new Aged Care Gateway. During the course of the trial we have
also investigated assessor and consumer feedback regarding the Assessment Tool as well as
feedback from Aged Care Assessment teams concerning the appropriateness of referrals from
Level 1 and Level 2 Assessment to Level 3 Assessment (currently undertaken by ACATs/ACAS).
Seven aged care assessment organisations across four States were involved in the trial, and
sought to conduct up to 1,600 assessments using the new Assessment Tool. The organisations
included in the trial were:
§
§
§
§

Hunter Community Care Access Point (NSW)
Access2Home Care (South Australia)
TasCarepoint Service operated by the Royal District Nursing Service (Tasmania)
Four Victorian organisations serving two regions (Yarra Ranges, Dandenong):
o Direct2Care
o Shire of Yarra Ranges HACC Assessment Service
o City of Dandenong HACC Assessment Service
o Royal District Nursing Service.

These organisations were nominated by the relevant jurisdiction after consultation with the Centre
for Health Service Development Evaluation Team. The jurisdictions were asked to provide sites
that were indicative of aged care assessment practice in their jurisdiction.
It was proposed that data for approximately 1,600 assessments (Sansoni, 2013) would be
collected during the trial period as this would allow for sufficient statistical power (80%) for the
proposed analyses. It would also allow for some anticipated sample attrition (e.g. incomplete data)
given the assessors were using a new and unfamiliar system. Data collection for the trial
commenced in mid-May 2013 and finished on 28th June 2013.
The Assessment Tool contains the following components:
1. Registration Information (all applicants)
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2. Initial Applicant Details (all applicants, but less questions for Fast Track and Emergency
Assistance Pathways)
3. Functional Profile Assessment (only for those on the Standard Level 1 and Level 2
Pathways and for applicants on the One Service Only Pathway (OSO) that have been
randomized to receive an assessment of function)
4. Additional ADL Assessment (only if triggered by the Functional Profile items and as per 3
above)
5. Trigger questions for Profiles (only for those on the Standard Level 1 and Level 2 Pathways
and for applicants on the One Service Only Pathway (Function) if an additional ADL
assessment is triggered)
6. Follow–up Profiles (only if triggered by the trigger questions – these include the Health
Profile, Psychosocial Profile, Carer Profile, Applicant as Carer Profile, Financial and Legal
Profile and the Dementia Profile).
As of the 28th of June 2013, 1,589 applicants had been registered on the assessment system.
These figures include 58 people who requested information only. Table A lists client pathways
within the assessment system, a description of the clients on each pathway and the percentage of
clients on each pathway.
Table A
Pathway

Client pathways, descriptions and usage
Client description

Information Only
One Service Only Assessment
without Functional Assessment
One Service Only Assessment
with Functional Assessment
Standard Level 1 Assessment
Standard Level 2 Assessment

Fast Track to Level 3
Assessment
Emergency Assistance

Callers who require information only
Applicants requesting one basic low level service
such as the provision of meals or transport
Applicants requesting one basic low level service
such as the provision of meals or transport who
were randomised as part of the study to receive a
Functional Assessment
Applicants who may require one (usually higher
level service) or more than one service
Applicants who have completed a Standard Level
1 Assessment, require more than one service and
their functional assessment and the trigger items
have indicated the need for further assessment
Applicants who need an immediate referral for
Level 3 Assessment as adequate referral
information has been provided
Applicants who need an immediate provision of
service due to an emergency situation – brief
details are collected, they are referred to relevant
service(s) and their assessment is rescheduled

Percentage
of clients
4%
17%
16%

13%
40%

9%
1%

With regard to the duration of assessment for the assessment pathways indicative average total
assessment times are listed in Table B for each pathway and more detail concerning these
analyses can be found in Section 8.4.
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Table B

Client pathways and indicative total assessment times (mins)
Total Times
Mean
4.31

Standard
Deviation
2.57

Median
3.54

Percentile
25
2.65

Percentile
75
6.13

Valid N
13

Fast Track to Level 3

7.29

4.46

5.44

4.05

9.08

37

1 Low Level Service
only
1 Low Level Service +
Functional
Assessment
Standard Level 1
Assessment

10.61

4.8

9.84

7.52

12.91

104

12.79

5.49

12.2

9.48

14.35

42

14.99

6.7

14.32

9.59

19.59

70

Standard Level 2
Assessment

19.38

7.51

18.3

14.21

23.52

152

Client Transferred to
Level 3

19.54

8.48

18.5

12.88

25.58

14

	
  	
  
Pathway

Information only

There were too few applicants on the Emergency Pathway to calculate a reliable mean estimate.
The figures are based on a listwise selection of cases that met the criteria for inclusion and the
method for time analysis is outlined in Section 9.4.
The above data shows that most Level 1 and OSO Pathway assessments can be completed within
15 minutes or less. Level 2 Assessments or those requiring a referral to Level 3 generally can be
completed within 20 minutes. One of the most time consuming aspects of the assessment
process is the Initial Applicant Details. All OSO and Standard Assessment pathway applicants
receive the full set of these questions (57 questions which takes an average of between 8 and 9
minutes to complete per pathway). The other time consuming component is the Level 2 Profile
Assessment which requires an average of an additional 6.42 minutes to complete. Further details
of the time analyses can be found in Section 9.4. The review of the data and the Site Evaluation
sessions have indicated a number of ways the tool can be streamlined and potentially shortened
and these are outlined in Section 8.9.
Given the relatively high level of function reported for those on the One Service Only (OSO)
pathway (mean Functional Profile score of 24.68 out of a possible score of 27) it is recommended
that the OSO strategy is viable as the data suggests it is appropriate for the 81.2% of these
applicants that remained on this pathway. However the data also suggests that if the Functional
Profile is not given to OSO applicants that 18.8% of this group might receive a lower number of
services than they may initially need. However, as assessment for services is an ongoing
process, applicants have the opportunity to access further services if the service provided does not
meet their needs or if it is identified by the service provider that the client’s needs are greater than
they have identified. With regard to the Assessment Tool’s design the choice is between giving
81.2% of this group a full functional assessment when they may not need it as against the
potential failure to recognise the need for additional services for 18.8% of this group of applicants.
However, if the One Service Only strategy is retained there needs to be an option within the
Assessment Tool for the assessor to continue further into the assessment if they suspect the need
for services is greater than the applicant has identified. Some of the suggestions for changes to
the Assessment Tool, such as including some earlier screening items for function and health
conditions, are designed to make the initial judgement concerning the assessment strategy more
informed (which may help to capture this 18.8% of OSO cases).
It should be noted that for the trial it was necessary to have separate pathways to examine some
research questions but this would not be required for future implementation. To simplify the
pathway concept underpinning the tool, the revised version of the Assessment Tool is now
designed as one assessment pathway with earlier ‘exit points’ for applicants who don’t need to
Final Project Report: Validation and Field Trials for Aged Care Assessment
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progress to a full Level 2 Assessment or who are being ‘Fast Tracked’ to a Level 3 Assessment
Agency.
Overall, despite many challenges and compressed project time frames, the Assessment Tool
worked quite effectively and the recruitment and throughput for the study has been excellent.
There were some issues with the necessity to use a web browser for the Tool as this may not be
as flexible or responsive as a networked application. The current data analyses and assessor and
consumer feedback has suggested ways to streamline the assessment which are outlined in
Section 8.9. The duration of assessment may be an issue for some components of the tool which
may be improved by some streamlining and restructuring within the Assessment Tool.
From this study there are a number of suggestions that can be made with reference to the
inclusion of an Assessment Tool in the Aged Care Gateway. These are:
§
§
§
§
§
§

The complexity of the Assessment Tool and the programming required for the web platform
should not be underestimated.
At least one month of pilot testing of the Aged Care Gateway platform and the Assessment
Tool should be undertaken to iron out any IT issues before a phased introduction.
Increase the amount of initial training and include further follow-up sessions during the phased
introduction.
Include a greater focus on the re-ablement and Consumer Directed Care approaches during
training.
Ensure the specifications for the platform include sufficient capacity to handle the large number
of assessors that will need to be on line at any one time.
Encourage the provision of alternate assessment strategies (e.g. face-to-face assessment;
interview with primary carer) for clients with communication problems and hearing difficulties.

The following next steps are suggested for consideration but it is appreciated they may be
dependent on the availability of resources and the Aged Care Gateway timeframes. These are:
§
§
§

§
§
§

Revise and streamline the Assessment Tool and the IT platform as has been outlined in this
report. Conduct a short field test of the revised Assessment Tool and collect the relevant time
estimates for the revised Assessment Tool which might be used for revised cost estimates.
Make minor revisions as required to the revised Assessment Tool and its specifications to
make it ready for adoption by the Gateway.
Following the revision of the Assessment Tool design a paper based version of the tool for
situations where it could potentially be used as an offline assessment for the situations where
electronic assessment is not possible (such as in a disaster) or where internet access or
equipment and facilities are limited.
Consider options that would enable the self-completion of some components of the
Assessment Tool using the internet for those with access.
Undertake further work regarding the assessment of those special needs groups who were not
represented in this trial.
Develop a refined version of the assessment tool for use by hospital ‘associate assessors’ to
facilitate effective discharge home for patients who require HACC (not post-acute) services.

It is thought that in the longer run it may be more cost effective to address the restructuring and
testing of a revised Assessment Tool at this stage rather than trying to address these quite
complex issues once the assessment component of the Aged Care Gateway has become
operational.
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1 INTRODUCTION
1.1

Project Background

This is the Final Project Report of the Validation and Field Trials of the Assessment Framework
and Tool for Aged Care Project, which has been the real world testing of a needs based
assessment system described in A Model and Proposed Items for the New Assessment System
for Aged Care (Sansoni, Samsa et al. 2012c). The major aim of the Project has been to validate
items, triggers and algorithms in the assessment tool and to refine it for use in the new Aged Care
Gateway. The project has also sought to shed light on the assessor skills and competencies that
are required to optimise the delivery of the assessment tool within the Gateway context.

1.2 Policy Context - Living Longer, Living Better Aged Care Reform
Package
The Assessment Framework and Tool for Aged Care have been developed as part of the
Australian Government’s Living Longer Living Better aged care reform package that was
announced on 20th April 2012. The overall package included a comprehensive 10 year plan to
reshape aged care in response to the Productivity Commission’s report on Caring for Older
Australians (PC Report, April 2012). The PC Report recommended the development of a national
assessment framework for aged care, in consultation with health professionals and aged care
providers.
The Australian Government has indicated that it expects the establishment of an Aged Care
Gateway to assist in creating a clear pathway into, and through, the aged care system. It is
intended to be the primary source of information for people about aged care services and access
to assessment of their needs for aged care services. The Gateway will encompass and be
complemented by the following elements:
§
§

§

the establishment of a My Aged Care Website and a new national contact centre in 2013; and
the development of a national assessment framework for aged care, in consultation with
consumers, health professionals and aged care providers. This work includes the
development and testing of standardised assessment processes for entry into the new
Commonwealth Home Support program and comprehensive assessments for entry into home
care packages or residential care. An overall objective has been to provide the Aged Care
Gateway with the capacity for consistent assessment processes to enable people with similar
needs to access similar aged care services across the country.
The Australian Government’s response to the PC Report makes reference to a central
electronic client record

The new Assessment Framework and Tool have been developed to address the issues and
problems, outlined in the PC Report (2012), that exist in the current assessment system. These
include:
§
§
§

older people and their carers finding the system difficult to access and navigate;
problems with regard to older people undergoing assessment and finding and receiving the
most suitable service; and
frustrations of older people having to provide the same information to different service
providers time and again.

An important aspect of Living Longer Living Better is to support greater choice and control for aged
care recipients, including through embedding consumer directed care into mainstream aged care
program delivery. Consumer directed care is an approach to planning and management of care,
which allows consumers and carers more power to influence the design and delivery of the
services they receive, where they want and are able to exercise choice. Where possible, it seeks
to tailor the mix and range of services to care recipients’ preferences, as well as allow greater
Final Project Report: Validation and Field Trials for Aged Care Assessment
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flexibility in the timing and scheduling of services and in how care is shared between informal and
formal carers. The Assessment Framework and Tool for Aged Care has needed to take into
account these developments.

1.3 Development of the Assessment Framework and Tool for Aged
Care
Our previous report, A Model and Proposed Items for the New Assessment System for Aged Care
(Sansoni et al., 2012c) detailed an assessment system with three levels of Assessment related to
need for services:
§
§
§

Level 1 - for those that require basic services such as meals on wheels or transport etc.;
Level 2 - for those that require more substantial use of services including elements of personal
care, home modification or nursing assistance; and
Level 3 - for those that require a more comprehensive clinical assessment for higher levels of
care under the Aged Care Act 1997.

The report also noted the investments in assessment systems that have been made by aged care
service providers in recent years, and that most of the assessments that are carried out in the
aged care sector are carried out on current clients within the system. Given the fragmented nature
of the aged care sector, an important consideration has been the interoperability between
information systems of different providers. In order to understand the outcomes of the new
assessment processes for the aged care system, therefore, the project has aimed to collect data
from the individual assessments as well as the services to which clients have been referred.
The Project Plan for the trial was submitted to the Department in January 2013 and outlined the
overall aspects of the study. Since that time, the project team has worked closely with the
Department on the design and implementation of the field trial. Seven aged care assessment
‘sites’ across four States were involved in the trial, and sought to conduct approximately 1,600
assessments using the new Assessment Tool. Initial planning for the trial (e.g. liaison with sites,
development of resources, preparation of ethics approvals etc.) commenced in January 2013,
however the start date was delayed due to a number of revisions to the tool, and the requirement
to undertake additional activities to better incorporate consumer feedback in the trial. This Final
Project report addresses the issues raised in the Project Plan and subsequent negotiations with
the Department, including:
§

§

§
§
§
§
§
§

The refinement and review of the items, triggers and algorithms in the Assessment Tool to
align Level 1 and Level 2 assessment with Level 3 Comprehensive Assessment (with a
particular focus on the National Comprehensive Assessment Form (NCAF) and assessment
tools in the ACAP Toolkit);
A review of the assessment pathways and triggers and consider whether any additional
assessment items are required for each special needs group as defined under the Aged Care
Act 1997 and Allocation Principles 1997 (and later amendments), and including people with
mental illness and people with disabilities (including younger people with disabilities);
The refinement and review of triggers and indicators for face-to-face vs. phone assessment at
Level 1 and 2 to ensure the suitability of the mode of assessment undertaken in field trials can
be tested and measured;
A review of the assessment pathways for carers;
The further development of the client classification matrix including urgency/priority rating and
re-ablement potential matrix;
The review of the operations of the trials at each site;
Incorporation of feedback from key stakeholder groups, such as assessors participating in the
trial, consumers, and referral agencies; and
The results, findings and recommendations arising from the trials.
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2 A Brief Description of the Assessment Tool
2.1

Theory of Needs Assessment
2.1.1 The concept of social need

The Assessment Framework and Tool for Aged Care has been designed on the premise that need
is a multi-faceted concept. Bradshaw (1972) set out four types of social need. These are:
§ Normative need – this refers to what the ‘expert’ or professional defines as need. A desirable
standard is determined and is compared with the standard that usually exists. If a client is
identified as falling short of the standard then they are identified as being in need. As such,
normative needs are often not needs that a client would necessarily identify themselves
without the assistance of a trained assessor and or health professional. Normative standards
change in time both as a result of developments in knowledge, and the changing standards in
society. In the context of aged care assessment an example of normative need is the current
emphasis on the early screening and diagnosis of dementia and treatment of any reversible
causes of memory loss.
§ Felt need – here need is equated with want. When assessing the need for a service, the client
is asked if they feel they need the service. Felt need is by itself an inadequate measure of
‘real need’. It is limited by the perceptions of the individual – whether they know there is a
service available, as well as a reluctance in many situations to confess a loss if independence.
On the other hand, it is thought to be inflated by those who ask for help without really needing
it.
§ Expressed need – or demand is felt need turned into action. Under this definition, total need is
defined as those people who demand a service. Services will usually only be demanded by
people who feel a need, however it is also common for felt need to not be expressed by
demand. Expressed need in commonly used in health services when waiting lists are taken as
a measure of unmet need. Waiting lists are generally accepted to be a poor definition of ‘real
need’ – especially for pre-symptomatic cases.
§ Comparative need – this refers to a measure of need found by studying the characteristics of
those in receipt of a service. If people with similar characteristics are not in receipt of a
service, then they are in need.
Although developed a number of years ago, Bradshaw’s ‘taxonomy of social need’ is still used
today in relation to health service development and can be effectively applied to the current work
of developing an assessment tool for the Aged Care Gateway.
Accurately determining the ‘real’ care needs of older people i.e. ‘needs assessment’ is therefore a
complex, exploratory interpersonal process that needs to be undertaken by suitably trained and
skilled assessors in order to be effective.
There is no evidence that an assessment system based on the assumption that client need is a
linear and simple concept such as a fully scripted, automated assessment tool could succeed in a
‘real world’ application. Something similar to this approach was tried in the ACCNA-R (the tool
originally designed for the Access Points Trial) but was found to be too complicated and
burdensome on both assessors and clients (Sansoni, 2012a). The complex nature of aged care
assessment may render this approach ineffective.
The Assessment Tool has therefore been designed to be used as a decision support tool for
skilled assessors to record standardised information from a semi-structured conversation with
applicants. An assessor, not the tool, engages with a client. The skills of the assessors are
paramount in an assessment system as they engage with clients; elicit from them the important
issues that need to be understood. The assessors work with the clients to help them identify all
aspects of their care needs and what the clients want and can achieve, and help them to improve
their quality of life. An assessment system cannot replace trained assessors; it is a tool that can
assist assessors, with the questions providing a guided conversation to ascertain need for
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services, and appropriate responses. Consequently, the tool needs to be flexible and responsive
enough to enable assessors to record the information when it is provided by the client.
2.1.2 Types of needs assessm ent
The other theoretical concept that underpins the current development of the assessment tool for
the Aged Care Gateway is that of a ‘typology’ of assessment. This concept was developed by
Eagar et al (2005) in the context of the Centre for Health Service Development’s (CHSD) earlier
work regarding aged care assessment and is outlined in the report ‘National Intake Assessment
Project – progress report on the development of the Australian Community Care Needs
Assessment Instrument’. For a national approach to needs assessment it is important to be able
to differentiate between different types of assessment. The key concepts for understanding the
typology are depth and breadth of assessment.
The seven assessment types for a national approach are categorised by their purpose and are not
mutually exclusive. They are shown in Table 1.
Table 1
outcom es

Types of need assessm ent and their different purposes and

Type

Scope/purpose

1

Determine eligibility

2

Shallow and narrow (one domain such as function, continence, depression) assessment of need

3

Shallow and broad (more than one domain) assessment of need

4

Deep (in depth interview, usually face-to-face) and broad (more than one domain) assessment of
need

5

Deep (in depth interview, usually face-to-face) and narrow (one domain) assessment of need

6

Assessment of need for a specific service

7

Determine the relative priority of consumer need(s)

Most assessments in the field consist of a combination of these assessment types (e.g., 1, 3 and 7
or 1, 2 and 6).
The Assessment Tool designed for the Aged Care Gateway is primarily ‘type 3’: a shallow and
broad assessment of need that helps determine eligibility. The tool also contains a ‘priority rating’
component.
An important issue to consider is to what extent the Aged Care Gateway Assessment Tool will
incorporate information required for service providers. It is not possible, nor desirable due to the
need to limit the number of questions asked of a client over the phone, for the Aged Care Gateway
assessment tool to serve both the purpose of a generic needs assessment tool and a tool to
capture all the information required by service providers which is normally part of a service specific
assessment. This issue is a key one related to addressing the need for a consumer directed care
approach to underpin the assessment process. Much of the information required by the service
provider to deliver services based on a consumer directed care approach is best gathered at a
face-to-face assessment where the service provider works with and empowers the client to
determine the most appropriate mix of services and methods of service delivery (KPMG, 2012).

2.2

Field Trial

The field trial primarily focussed on the assessment function being considered for the Aged Care
Gateway. The trial built on the assessment developments that have occurred in the sector over
the last decade or so, and the redesign was tested with key stakeholders working in the sector.
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The resulting framework has three levels of assessment related to need for services, ranging from
basic service need (Level 1) to triggering more comprehensive clinical assessments (Level 3)
(Sansoni, 2012b). This is illustrated in Table 2 below.
Table 2

Three levels of assessm ent related to need

Level

Need of applicants

1

for those that require basic services such as meals on wheels or transport, etc.

2

for those that require more substantial use of services including elements of personal
care, home modification or nursing assistance

3

for those that require a comprehensive clinical assessment for higher levels of care
under the Aged Care Act 1997.

The Assessment Framework has been designed to better clarify the needs of aged care applicants
and to guide them to the set of services that they require. The aim is to simplify and streamline the
most useful information so it can be used to plan how best to meet client needs and provide advice
and suggestions to assist with broader ICT interoperability when the Assessment Tool and central
client record is built into the centralised Aged Care Gateway ICT platform.

2.3

Central Logic of the Assessment Process

The main purpose of collecting assessment information is to differentiate between people who:
§
§
§
§

have no problems and need no services
have minor problems (i.e., low need), and need some basic services (e.g., meals, transport),
but do not need a more in-depth assessment (Level 1 Assessment)
have mild to moderate problems and require access to more than a couple of basic services
and may require services such as personal care (Level 2 Assessment)
have a moderate to high problems and/ or complex needs and require a comprehensive
assessment (Packaged Care - CACP, EACH, the proposed Home Care Packages, Transition
Care /Residential Aged Care Permanent or Respite Care : Level 3 Assessment).

Needs assessment is a continuous or multi-tiered and multi-staged process, beginning with an
initial assessment when the applicant requests an aged care service and evolving iteratively as
their needs, goals of care and other important characteristics change over the full period they
require services. An important principle underpinning the Assessment Tool is that applicants do
not have to keep repeating their ‘story’. That is, information gathered by service providers and
assessors about applicants should build on the initial collection of information and form an
important source of data for use in an ongoing manner.

2.4

Assessment Tool Overview

The Assessment Tool is a decision support tool; that is, it has been designed to guide assessors
to ask the questions and capture the information which is needed to form a judgement about the
needs of the applicant, and the most appropriate response to support them to live as
independently as possible in the community.
While the Tool by nature is a structured format, it is expected to be used within the context of a
conversation between a trained assessor and the applicant. The questions and domains have
been designed to elicit information which, when entered into the tool, has the potential to
categorise care needs and classify their priorities, as well as triggering areas for assessors to
consider exploring further with the applicant such as how recent stressful events may contribute to
the reasons for their current emotional state.
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2.4.1 Re-ablem ent Approach
An important consideration in the development of the Assessment Tool has been the embedding
of a re-ablement approach, to provide prospective aged care clients with opportunities to improve
or maintain independence rather than fostering a dependency on services.
Reablement is defined as ‘The use of timely assessment and targeted interventions to assist
people to maximise their independence, choice and quality of life and minimise support required –
to enable people to actively participate and remain engaged in their communities’.( DoHA (2013)
Home Care Packages Program Guidelines – Consultation Draft, DoHA, Canberra p 89)
In the context of developing a nationally consistent initial needs assessment tool for use in the
Aged Care Gateway contact centre, an important consideration has been the embedding of a reablement approach. A re-ablement approach to the trial was fostered through a combination of
Tool-driven processes and the use of appropriately skilled assessors who were trained to identify
opportunities for re-ablement. Opportunities for re-ablement often emerge from the conversation
between the assessor and the applicant as the assessment process proceeds.
The Assessment Tool allows for and supports a re-ablement approach through the inclusion of the
following aspects:
§
§
§
§
§
§

Inclusion of the goal-setting questions such as ‘What do you hope will change if you were able
to receive these services?’
Inclusion of goals of care that are focused on improving functional independence
An Action Plan which identifies need for services in a range of areas including re-ablement and
rehabilitation
The option to schedule a more frequent re-assessment of client needs to review if a client’s
goals are being met and / or need to be changed. It was suggested that for those undertaking
a re-ablement program that a review follows their participation in this activity.
The ‘Client Classification Matrix’ and associated re-ablement classification which is a tool
designed to determine an aged care recipient’s likelihood of benefitting from a re-ablement
approach.
A re-ablement approach was facilitated during the training provided by the project team, as
well as in the supporting documentation provided, e.g., the User Guide and Training Manual.

Endorsement of a re-ablement approach to assessment in the Aged Care Gateway is a broader
issue than just the inclusion of a set of questions in the broad and shallow needs identification
assessment tool as the following information from the Victorian HACC program indicates.
Underpinning the Victorian HACC program is the Active Service Model (ASM). The ASM is a longterm quality improvement initiative for Victorian HACC services to increase the Victorian HACC
Program's effectiveness in maximising independence through person centred and capacity
building approaches to service delivery. The core elements of the HACC ASM are:
•
•
•
•

Capacity building, restorative care and social inclusion to maintain or promote a person’s
capacity to live as independently and autonomously as possible
A holistic person and family centred approach to care that promotes wellness and active
participation in goal setting and decisions about care
Timely and flexible services that respond to the person’s goals and maximise their
independence; and
Collaborative relationships between providers, for the benefit of people using services.

The effectiveness of a re-ablement focus in the assessment model also requires the provision of
services and service linkages which support this approach.
Assessor attitude and skills have also been found to influence re-ablement outcomes (Vic Health
2011). The investment by the Victorian Government to the ASM was evident in the trial. Victorian
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trial sites employed assessors with a high level of skills, qualifications and experience in aged care
assessment. The model for assessment in Victoria is based on a home visit system where a
detailed and thorough assessment is conducted to identify care needs and to develop service
plans that have a re-ablement approach.
Ideally the re-ablement focussed assessment might be conducted face to face to maximise the
opportunity to actively engage the consumer in a conversation tailored assessment to develop an
action plan that identifies how best to improve or maintain a person’s function, health and
wellbeing. However, within the context of developing a nationally standardised initial needs
assessment that will largely be conducted over the telephone (e.g. the project’s scope) it may be
considered not feasible to provide every applicant for aged care services with such a unique
assessment.
Given the above the Assessment Tool has endeavoured to promote a re-ablement approach
within the framework of a nationally standardised initial needs assessment tool. It is also thought
that further training of assessors concerning the re-ablement approach would be desirable.
However, if this is not considered a sufficient re-ablement focus, it is suggested that if the assessor
identifies that the applicant’s priority for re-ablement is high (40% of the current sample), or the
client identifies they would like to participate in a re-ablement program (a question could be added
to the Assessment Tool) then consideration could be given to providing a follow-up home visit/
‘face to face’ assessment to further address re-ablement opportunities.
2.4.2 Consum er Directed Care
Consumer Directed Care (CDC) will be a key feature of aged care services in the future, as
advocated by both consumer groups as well as providers. The Living Longer Living Better aged
care reforms describe CDC as:
‘… an approach to planning and management of care, which allows consumers and carers more
power to influence the design and delivery of the services they receive, where they want and are
able to exercise choice. It seeks to tailor the mix and range of services to care recipient'
preferences, where possible, as well as allow greater flexibility in the timing and scheduling of
services and in how care is shared between informal and formal carers’ (Living Longer Living
Better, 2012)
A CDC approach was integrated into the Assessment Tool through the inclusion of questions and
prompts that seek to accommodate a ‘person centred’ flexible approach to determining goals of
care as well as individual preferences for services and to facilitate decision making by the
applicant. Assessors participating in the trial were also encouraged to elicit the client’s
preferences during the training opportunities provided by the project team, as well as in the
supporting documentation provided, e.g., the User Guide and Training Manual.
There are varying degrees to which CDC could be embedded within the Assessment function of
the Aged Care Gateway. The extent to which CDC is adopted as a core approach to assessment
will impact on the nature of the assessment tool; the mode of assessment; the skills, experience
and training of assessors; the time taken to conduct the assessment and the overall cost of
assessment. A flexible, person centred assessment such as is required by a CDC approach
needs to be able to respond to the individual needs and wants of the consumer. A CDC
assessment approach would include the option for the consumer to request a face to face
assessment, and ideally would have a range of possible assessment services for the consumer to
choose the most suitable assessment service. The assessment would be individually tailored to
address the consumer’s specific wants and might generally include a more in-depth discussion of
how the person is currently managing as well as what ideas and goals they have for their future.
The scope of the assessment would be broader and deeper and would include not only health,
functional, psychosocial and cognitive domains but may also include spirituality and leisure
activities. CDC requires the assessment to include more tailored and 'open' style questions to
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initiate a more in depth and individualised, unstructured conversation with the client to determine
the most appropriate approach to identifying and meeting the client’s expressed needs.
CDC in relation to the assessment approach at the extreme may be fundamentally incongruent
with a nationally consistent time-limited telephone based 'broad and shallow' needs assessment.
A standardised needs assessment is endeavouring to identify need consistently across clients and
to deliver services to those with identified need. CDC is more focussed on an individual client
preference or want rather than the standardised assessment of comparative need. It is finding the
correct balance between these elements that is important. The inclusion of questions regarding
client goals, wants and preferences reflect the ways a person centred approach can be
incorporated within the standardised assessment tool.
An issue for consideration in the development of the Aged Care Gateway is the extent to which
CDC can be incorporated into the initial (primarily telephone based) needs assessment. CDC in
the context of the service specific assessments conducted by aged care service providers and
aged care service delivery more generally, will then complement and expand on the CDC aspects
of the needs assessment.
2.4.1 Three levels of assessm ent
The Assessment Framework comprises three Levels, with triggers contained within the first two
levels that are used to indicate more detailed investigation using a number of different profiles,
such as health conditions.
The Standard Level 1 assessment contains the initial contact information, and a brief Functional
Profile which includes a number of trigger items for further profile assessment at Level 2 (e.g.
Health Profile, Psychosocial Profile, Carer Profile) if, and as, required. At Level 2 the profile
assessments that have been triggered are undertaken (usually by the same or a subsequent
telephone interview, a face-to-face assessment or interview with the primary carer) and in some
cases the results of this Level 2 assessment will be that the applicant is referred to a Level 3
Comprehensive Assessment (currently undertaken by ACATs). The Trial sought to determine
whether the trigger items were specific enough to ensure that applicants who need Level 2
assessments received them.
2.4.2 Assessm ent Pathways
One Service Only

The One Service Only (OSO) Pathway has been included on the basis of data analysis
undertaken of the HACC program, that revealed that approximately 49% of people applying for
assessment request one low-level service only (such as the provision of meals or transport)
(DoHA 2011; Samsa P, Bird S and Owen A, 2009). We anticipated this proportion would also be
replicated within the trial, ie, 49% of the expected applicants would require one service only. We
further estimated that, of the remaining sample, approximately three quarters would require a
Standard Level 1 or Level 2 Assessment and that up to one quarter of these applicants may
require referral for a Level 3 assessment.
It is proposed that people who contact the Aged Care Gateway requesting assessment or who
approach an existing HACC assessment agency, and only request one of the nominated low-level
services, should be referred directly to that service (unless the assessor thought that there was
other information that indicated a greater level of need). To test the appropriateness of this OSO
Pathway, the trial randomised half the OSO applicants to an assessment of function and the
remaining half of these applicants received no assessment of function. This enabled us to
compare the level of function of OSO pathway applicants with those participants on the Standard
Level 1 Assessment pathway which includes the Functional Profile and the Trigger Items.
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Fast Track and Emergency pathways

There are also different pathways for applicants such as people who need a Fast Track to a Level
3 Assessment or those who are in need of emergency services (Emergency Pathway). In the
case of a Fast Track applicant if there is referral evidence that the applicant requires a Level 3
assessment they would be referred to a Level 3 assessment agency for skilled clinicians to
conduct the broad and deep comprehensive assessment (Level 3 assessment includes most items
included in Level 1 and Level 2 assessments). In the case of an emergency situation the applicant
is referred to relevant services immediately and their assessment appointment is rescheduled to a
later date. The proportion of applicants directed to these pathways and the effectiveness of these
alternate pathways were examined. During the trial if callers on either of these assigned pathways
had to wait for assessments these groups would be prioritised for assessment according to sitespecific business rules.
Referral pathways

The Tool includes algorithms designed to prompt assessors to consider whether the applicant
should be referred to another agency for service or a deep and narrow assessment, such as a
mental health assessment. These algorithms have been tested to ensure that the correct people
are referred appropriately, through follow-up processes with the agencies that received the
referrals. The data analysis also examined whether triggers for referral and further assessment
were used appropriately (e.g. by identifying whether the applicant of that assessment should have
received a referral when they did not). The analysis has also incorporated consideration of the
recommended score ‘cut-points’ for tools such as the Kessler 10 (Kessler et al., 2002), to
determine what is the most appropriate point to indicate referrals to primary or specialist mental
health care.
2.4.3 Assessm ent process tim ing
The length of time taken for assessments was an important consideration in the trial, particularly in
relation to the implications for the overall cost for implementing this model in the new Aged Care
Gateway, the appropriateness of conducting assessments over the phone and the applicant
experience. A wide range of applicants were assessed, and the time taken to complete the
assessment varied due to the different amounts of information collected to determine applicants’
needs. Considerable effort was expended during the development of the web platform to ensure
appropriate time stamping for the various client pathways and for the Level 1 and Level 2
assessments. This has been useful in understanding the average length of time per applicant
grouping, according to the different pathway, level and mode of assessment.
2.4.4 Profiles and dom ains assessed
The Assessment Tool comprises a series of profiles which are designed to investigate the need for
services. The Functional Profile provides a picture of where the applicant sits on the functional
hierarchy (Green, 2006). The Tool, at Level 1, includes a series of questions that can trigger
further exploration via a ‘deep and narrow’ assessment, of particular domains at Level 2:
§
§
§
§
§
§

Health
Dementia
Psychosocial
Financial and Legal Profiles
Carer
Care Recipient as Carer

The Tool includes a series of questions that can trigger further exploration of particular domains,
e.g., Health, Dementia, Psychosocial, Carer and Financial and Legal Profiles.
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2.4.5 System ratings and classifications
The assessment process is important as a pathway to aged care services and contributes to
decisions about suitability for different levels of care. The process can also highlight where client
needs have been identified and matching these to services or identifying gaps in services.
Information collected during the assessment can also be used as the basis of a classification
scheme for clients. The classification scheme can be used for different purposes such as
providing a rating of urgency or a rating of suitability for a re-ablement approach.

2.5

The Assessment Tool in detail

The Assessment model is described schematically in Figure 1 and explored in more detail in the
following discussion.
Figure 1

Assessm ent Tool M odel

Level 1
Initial Contact Qs: client details,
contact reasons, Indigenous, Veterans.,
hearing, communication & CALD issues;
services requested & used, referral info,
GP, living arrangements etc

Functional Items: IADL(5),
Housework
Transport
Shopping
Medicine
Finances
ADL(2)
Walking
bathing
Assess ADL further if score poorly
4 items: Dressing , Toileting, Eating,
Transfers

Other Triggers
Memory, confusion (AR) and
Evidence cognitive decline
Behavioural problems (AR)
Health impact
Social support
Carer need & availability
Financial & legal
Caring role of care recipient

Basic services

One
Service Only
Fast Track to Level 3 Agency

Level 2

Deep & narrow
assessments

If low scores on function and a
cognitive assessment is required,
and/or an urgent priority rating at
Level 1 or 2 consider referral for
comprehensive assessment or
specialist assessment

Level 3

Update and confirm ALL
Level 1 and 2 assessment
items

Cognitive Assessment
Follow up assessments as
triggered:
Dementia profile
Health profile
Psychosocial profile
Carer profile
Financial & legal profile
Care Recipient as carer
Urgency Rating

More substantial services

OARS IADL 7
(update and 2 additional
items)

Barthel ADL 10
(update and 6 additional
items)

Packaged/Residential

2.5.1 Initial contact questions
The initial contact information captures demographic information about the applicant, their needs
and their goals of care. It includes questions to determine if they are a person with special needs
which may then lead to specialised assessment pathways, e.g. a person from an Aboriginal and/or
Torres Strait Islander background or a veteran/war widow may have a choice to be assessed by a
specialist agency or via a mainstream agency.
The trial explored the extent to which those applicants who only request One Low Level Service
such as the provision of meals or transport were referred directly to that service following the initial
intake questions. The trial also sought to examine the extent to which applicants on the OSO
pathway, having been assessed by that service and found to have needs greater than initially
indicated, were referred back for a Standard Level 1 Assessment. Likewise, the extent to which
applicants were referred directly to a Level 3 Assessment based on the information collected at
this point in the assessment was also examined.
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2.5.2 Level 1 Assessm ent
The Level 1 Assessment identifies a person’s level of function and their ability to undertake
activities of daily living. It also comprises a series of Trigger questions to determine whether there
are any other issues that need to be explored at a Level 2 Assessment.
2.5.3 Level 2 Assessm ent
The Level 2 Assessment identifies issues in a range of domains and aligns well with Level 3 or
comprehensive assessment which is reserved for those with complex needs. There is also
provision for referral for deep and narrow specialised assessments (e.g. continence, mental
health, falls assessment) if these are indicated. The responses to some items are used in
algorithms to recommend to the assessor what assessments and services might be useful for the
person. Importantly, the algorithms are not intended to be fully prescriptive but help standardise
the criteria for assessments and services so that people with the same characteristics can be
recommended for the same mix of assessments wherever they are.
2.5.4 Service Pathways
As discussed in the Executive Summary previously, the assessment tool has a number of initial
service pathways in-built, including:
§
§
§
§

Request for One Low Level Service
Emergency Contact
Fast Track to Level 3 Assessment Agency
Standard Assessment for Services (Level 1 and Level 2) (expected to be the majority of
clients).
2.5.5 Action Plans

The final section for all initial intake pathways is the Action Plan. The Level 1 Action Plan outlines
the next steps to be taken with the client. It is not a Care Plan (a Care Plan involves all
organisations and services involved in a person’s care (Vic Health, 2011)). The Level 1 Action
Plan:
§
§
§
§
§
§

provides details as to whether a Level 2 Assessment is required
outlines the profiles that would form part of the Level 2 assessment if needed
recommends the optimum mode by which the Level 2 assessment should be undertaken (e.g.
over the telephone, face-to-face, or whether an alternative strategy such as an interview with
the primary carer may be more appropriate)
identifies whether a Level 3 Comprehensive Assessment is required (Level 3 Assessment
Pathway)
notes the direct referrals to services (for example those on Emergency, One Service Only or
Standard Level 1 Assessment pathways)
identifies whether the applicant has consented to the referral and the reasons if no further
action is taken.

2.6

User Manual

The User Manual (Sansoni et al., May 2013) provided instructions for the assessors when using
the tool and provided comprehensive information about the items and their purpose. Readers of
this report are referred to this manual for additional information.
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3 Validation of the Assessment Framework and Tool
3.1 An overview of the validation of items, triggers and algorithms in
the assessment tool
There are a number of triggers and algorithms for recommended referrals included in the
Assessment Tool. These triggers and algorithms help stream clients to the correct level of
assessment and to appropriate services.
Many applicants entering the assessment system will initially receive a Standard Level 1
Assessment which contains the initial contact information and a brief Functional Profile which
includes a number of trigger items for further profile assessment at Level 2 (e.g. Health Profile,
Psychosocial Profile, Carer Profile, Financial and Legal Profile). At Level 2 the profile
assessments that have been triggered are undertaken. In some cases the results of this Level 2
assessment will be that the applicant is referred to a Level 3 Comprehensive Assessment
(currently undertaken by ACAS/ACATs).
As discussed previously in Section 2.4.2, it was agreed that applicants requesting one low level
service only (for example, for the provision of meals or transport) would be placed on an OSO
pathway and be referred directly to that service. As part of the trial we examined whether this was
the correct outcome for these applicants, or whether they really needed a Standard Level 1
Assessment which includes the Functional Profile and the trigger items. To test the
appropriateness of this Pathway, the Trial included a sub-sample of OSO applicants whose levels
of function were compared with those on the Standard Level 1 Assessment pathway which
includes the Functional Profile and the Trigger Items.
Similarly, different pathways were developed for applicants who clearly needed more
comprehensive assessment or were in need of emergency services. The Fast Track to a Level 3
Agency pathway facilitates the referral of the applicant for ACAT assessment, and the Emergency
pathway facilitates the applicant being referred to the relevant services immediately, with their
assessment appointment scheduled for a later date. If the applicant could not access these
relevant assessment and/or services in a timely manner, they were prioritised for assessment
according to site specific business rules.
In the Standard Level 1 Assessment there is a set of items that are used to trigger more detailed
investigation within the assessment, such as health conditions. We have examined whether these
trigger items are specific enough to ensure that the clients who need Level 2 assessments
received them and that those that received a Level 2 assessment did actually require this level of
assessment.
3.1.1 Review and refine the item s, triggers and algorithm s
In order to review and refine the items, triggers and algorithms a number of activities were
undertaken. The alignment between similar items in the Assessment Tool and those in the ACAT
National Comprehensive Assessment Form (NCAF) were checked and minor changes made
where issues were identified. The CHSD Project Team held workshops with Treonic, the
developers of the ICT platform for the Assessment Tool during the trial, concerning the functional
specifications for the tool, resulting in further refinements concerning the order of initial contact
information items in the Tool. Feedback from the Expert Clinical Reference Group for the
Assessment Framework and Tool for Aged Care Project (Sansoni et al., 2012), and subsequent
additional feedback from the Department resulted in further refinements. These elements are
described in further detail in the following sub-sections below.
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Alignments with Comprehensive Assessment

The Assessment Tool was designed to align Level 1 & 2 Assessment with Level 3 Comprehensive
Assessment (with reference to the Standardised ACAP Toolkit; Sansoni et al., 2010). A thorough
discussion of this alignment was provided in an earlier report: Overlaps between Initial Intake
Assessments and ACAT Assessment and Suggested Modifications (Sansoni et al., 2012). There
are some differences between items that are appropriate and/or are necessary to ask at the
different levels of assessment but where similar content is covered it is preferable to maximise
alignment between the items across the different levels of assessment. The ACAT National
Comprehensive Assessment Form (NCAF) has recently been developed which has also been
based on the ACAP Toolkit. This was examined to further check the alignment of Levels 1 and 2
with Level 3 which may be relevant to the refining of the items.
In summary the alignments between the Assessment Tool and the NCAF are as follows:
Activities of Daily Living and Instrumental Activities of Daily Living:
The NCAF uses all items from the Modified Barthel Index (Collins and Wade, 1985) and from the
Older Americans Research Survey - Instrumental Activities of Daily Living (OARS-IADL) scale
(Fillenbaum and Smyer, 1981). The Level 1 and Level 2 Assessment Tool uses some items from
the OARS-IADL and the OARS physical scale but given the higher level of function of elderly
clients that are seeking some initial support services (e.g. HACC type services) it was thought
unnecessary to include all items from these scales which are more relevant to the comprehensive
assessment for those with greater functional difficulties. Instead, at Level 1, the Assessment Tool
includes a well validated Functional Profile (Green et al, 2006; Sansoni et al., 2012) which includes
five items from the OARS-IADL (getting places, shopping, housework, medicine management,
financial management) and two items from the OARS Physical Activities of Daily Living (ADL)
scale (bathing and walking/mobility). These two ADL items were included in the Functional Profile
as they were previously shown to have the highest levels of sensitivity and specificity of the ADL
items and for this reason they are preferred to the Modified Barthel Index items used by the NCAF.
The Level 1 Assessment Tool bathing and walking items can be mapped to those in the Modified
Barthel Index as the differences are slight although it is suspected that the bathing item from the
OARS is likely to be more sensitive given 3 levels of response available rather than just 2
(independent/dependent) for the Modified Barthel Index item. If the client is assessed as requiring
further ADL assessment then 4 additional items from the Modified Barthel Index are asked
(dressing, feeding, toilet use and transfer). Hence many of the items from these scales will be prepopulated in the central client record when the client is referred for Level 3 assessment and they
will only need to be checked or updated if needed for further assessment.
It is noted, however, that in the Level 1 Assessment Tool the approach undertaken concerning the
OARS IADL and Physical Scale items is to ask what the client ‘can do’ rather than what the client
‘does do’ for these activities whereas the NCAF uses the ‘does do’ approach for the Barthel items.
Generally, where assessments may include a range of informants, judgements are based on a set
of questions asking ‘can do’, suitable for a self-report, or a ‘does do’ approach if the judgement
relies on observation. As ACAT assessment allows for observation the ‘does do’ approach can be
used for the ADL items but it is not considered appropriate for telephone based assessments
where observation is not possible. However, the assessor’s rating of ‘can do’ includes taking into
consideration the applicant’s cognitive state (e.g. lack of insight into limitations due to possible
dementia) and any physical limitations that may impact on the applicant’s ability to actually
undertake the task on a daily or regular basis. A further rationale for asking questions in the ‘can
do’ format is to minimise scores that are a function of household task distribution rather than
capability. If the question is framed as ‘does do’ it is likely that some people who can do the task
will be assessed as not being able to do the task when in fact they can, although they may prefer
not to. For example, a person may be able to prepare meals but does not do it because another
person currently undertakes this task. It is preferable to provide services to people who need them
because they can’t perform the relevant tasks rather than to provide services to people who can
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do the task but prefer not to do it. This ‘can do’ approach has been used for the functional screen
items in the current HACC MDS and was recommended for the Assessment Tool.
There are likely to be only small differences in the scores obtained between the two approaches
but the pre-population of the mobility and bathing items (Modified Barthel Index) for Level 3 would
be based on the ‘can do’ approach, and as the items are also based on the OARS Physical Scale,
a mapping algorithm will be required. This issue could also be highlighted for Level 3
assessments and these two items could be updated using the ‘does do’ approach. However, if the
four additional items for ADL assessment are triggered at Level 1 these are in the same format as
for the NCAF. It is noted that the ‘can do’ approach has been adopted by both the NCAF and the
Assessment Tool with respect to the OARS-IADL items.
Other Physical and Sensory Aspects:
The same or very similar items concerning swallowing, oral health, fear of falling, foot condition,
vision, hearing, nutrition, skin condition and sleep have been included mainly in the follow-up
Health Profile for the Level 2 assessment. The items on hearing and communication difficulties
are included at the beginning of the Level 1 Assessment as these may be a trigger for a ‘face-toface’ rather than a phone assessment. The NCAF includes far more items concerning nutrition
and oral health but it is thought these are more appropriate for a Level 3 Comprehensive
Assessment and that such an extensive coverage is not required for the earlier levels of
assessment.
The ‘frequency of falls’ item is slightly different between the two assessment approaches. The
item for the Level 2 Health Profile section of the Assessment Tool was based on more recent
guidelines (American Geriatrics Society, 2010) which indicate that the critical issue is whether
there have been 2 or more falls in the last 12 months rather than any fall in the last 6 months
(ACAP Toolkit and NCAF). This approach was recommended by the Expert Clinical Reference
Group for the Development and Validation of an Assessment Framework and the Needs
Identification Tool for Aged Care and Carers project (Sansoni 2012c). Given the use of more
recent guidelines it is suggested that any change to enhance alignment should be made to the
NCAF. Also, in line with these guidelines it is suggested that assessors examine the client’s
responses to other related mobility/walking items in the Functional Profile and the Level 2 Health
Profile (as appropriate) which may be expedited through the use of a pop up screen.
Continence:
As the bowel and bladder items from the Modified Barthel Index are not included in the Level 1
Functional Profile, or the Level 2 Health Profile, these items cannot be used as screening items for
incontinence as occurs with the NCAF. An alternative decision tree item is suggested with follow
up items that are consistent with the ACAT assessment process. This should provide more
accurate information for referral at this level. It was noted that the Modified Barthel Index
continence items are not very sensitive to the degree of severity of incontinence (Sansoni et al.,
2011). The recommended items can also partly inform the ACAT follow-up assessment as they
are derived from the same recommended tools. If these items are aligned it is suggested that
consequential changes are made to the NCAF.
Both the NCAF and the Level 2 Health Profile in the Assessment Tool contain the same item
concerning other bowel or bladder problems. The NCAF also includes an item on the level of
independence with pad use which is not seen as appropriate for clients with higher levels of
function although it is mainly used as a prompt to explore the client’s awareness of government
subsidies for continence products. In the case of the Level 2 Health Profile the screening items
extracted from the Revised Urinary Incontinence Scale and the Revised Faecal Incontinence
Scale (Sansoni et al., 2011) provide an estimate of the severity of incontinence and this has a high
correlation with the frequency of pad use. If the screening items indicate further assessment is
warranted it is suggested that the client is assessed using the full scales and/or referred to a
continence assessment service where the frequency of pad use (rather than independence in
putting on a pad) and the need for continence aids could be further explored. The Department’s
Senior Nurse Advisor has advised that items concerning the frequency of pad use are not
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considered a good indicator of degree of incontinence or the degree of difficulty in managing
incontinence, and should not be included as a screening item for incontinence.
Pain:
The validated screening item from Short Form-36 (Ware et al., 1993; 2001) is included in the Level
2 Health Profile instead of the modified item in the ACAP Toolkit/ NCAF which is yet to be
validated. This item includes a greater range of response levels and thus is likely to be more
sensitive to differences between clients given the broader range of applicants at this level.
Lifestyle Items:
The alcohol problems item from the ACAP Toolkit/ NCAF and the ‘other drugs’ item from the
NCAF are considered inappropriate for a telephone assessment at Level 2 and an alternative item
on alcohol risk drinking is included (e.g. frequency of drinking more than 6 drinks on one
occasion). The item concerning smoking behaviour is almost identical except that the NCAF item
notes the number of cigarettes smoked by a current smoker. It is suggested that this change be
made to the Level 2 Health Profile of the Assessment Tool to increase alignment.
Environmental concerns:
The NCAF and the ACAP Toolkit item is assessor rated and assumes a house visit has occurred.
This is not appropriate for a Level 2 assessment by telephone and a parallel item has been
included.
Disability:
As clients with a disability, including those who are under the age of 65 years, may contact the
Aged Care Gateway requesting an assessment to determine eligibility for Commonwealth
Government aged care services a number of items concerning whether the client has a long term
disability and the type of disability(s) are included in the Assessment Tool. The approach taken by
NCAF would be to list such conditions under health conditions.
Psychosocial Aspects:
A validated item for loneliness was preferred to the ACAP Toolkit item which is yet to be validated.
Currently the NCAF uses a text box. The recommended mental health screening instrument is the
Kessler 10 (K 10; Kessler et al., 2002) as it screens for both anxiety and depression, and thus
appears to be more appropriate to this client group for the purposes of referral, and aligns well with
mental health sector assessment processes. This decision was supported by the Expert Clinical
Reference Group for the Assessment Framework and Tool Project (Sansoni et al., 2012c). It
would be possible to develop an algorithm to map scores on the K10 to response levels on the
depression item in the NCAF as a follow-up activity. Initial feedback from assessors in South
Australia indicated they would experience some difficulty in asking the K10 questions as their
experience in an earlier access point trial indicated that some clients became emotional when
asked these questions. The trial found that K10 data was only available for 39% of the applicants
triggered to the Psychosocial Profile so an issue for follow-up investigation may be to explore
whether a shorter version of the K10, or an alternate instrument such as the Brief Mental Health
Inventory (MHI-5; Berwick et at., 1991) might be considered. Another suggestion is to use some
screening questions from the K10 as triggers to determine whether the full K10 assessment is
required for the applicant.
Cognitive and Behavioural Aspects:
Following much deliberation by the Expert Clinical Reference Group for the Assessment
Framework and Tool for Aged Care Project (Sansoni et al., 2012c), cognitive assessment was
deemed to be more appropriate for Level 3 face-to-face comprehensive assessment. However, a
number of screening items relating to cognitive and behavioural aspects are included in the Level
1 and Level 2 profiles. In the Level 1 Functional Profile two assessor rated screening questions
ask a) whether the client has any memory problems or gets confused and b) whether the client
has any behavioural problems (e.g. aggression, wandering, or agitation). These 2 questions cover
a number of elements covered by the Cognition and Behaviour Section 8 of the NCAF and the
Aged Care Client Record (ACCR) but are not quite as detailed as the Expert Clinical Reference
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Group considered this level of detail unnecessary for Level 1 and Level 2 Assessments. These
Level 1 screening items are also used as triggers for Level 2 assessments using either the Health
Profile or the Psychosocial Profile. The Assessment Tool Level 2 Dementia Profile contains items
about whether there is evidence of memory loss, cognitive decline or confusion or dementia and
whether a medical diagnosis of dementia has been made and whether there has been a recent
cognitive assessment. As a Level 3 Assessment would normally include a cognitive assessment –
the results of the cognitive assessment would relate to the consideration of dementia in the NCAF.
The differences between these approaches seem sensible given the different Levels of
assessment.
The items concerning change in mental state, recent stressful events and friction/neglect from the
ACAP Toolkit have been included and most of these items/prompts are also found in the NCAF.
Communication Issues:
An assessor rated item concerning communication issues is included in the ACAP Toolkit/NCAF.
In the Assessment Tool there are a number of items that explore communication difficulties in the
Level 1 Assessment in order to determine the appropriate mode of assessment (e.g. telephone
assessment with the applicant, telephone assessment with the informant or face-to-face
assessment).
Carer Aspects:
The Assessment Tool in the Level 2 Carer Profile contains most of the items related to the Carer
that are found in the NCAF. Some exceptions are that the NCAF includes a broader item
concerning the carer’s other commitments, the type of help they provide and the frequency of their
contact with the care recipient. The NCAF also includes an item concerning whether the carer’s
sleep is regularly disturbed by the client.
Using a telephone assessment process with the care applicant it would be both difficult and
possibly unnecessary to include such questions. The approach undertaken in the Carer Profile in
the Level 2 Assessment Tool is to determine the sustainability of the care arrangements and if
issues are evident to consider referring carers requiring assistance to relevant carer support
agencies for further assessment in the first instance.
Other:
The Level 1 and Level 2 Assessment Tool and the NCAF both contain many of the same
questions concerning Financial and Legal aspects which include items concerning decision
making capability and power of attorney/guardianship. As these legal arrangements differ across
jurisdictions the financial and legal profile will need to be flexible enough to cater for this and to
note the state or territory in which the power of attorney / guardianship order was made.
The NCAF includes an item on sexual health which we felt would be inappropriate to ask during a
telephone assessment at level 2.
In conclusion only minor changes have been made to the Assessment Tool to further align it with
the NCAF. However, it is thought there are some elements of the NCAF that could be further
aligned with the Assessment Tool based on more recent evidence (e.g. falls item and the
continence assessment strategy) if this is required. As indicated in the earlier report, and as
identified above, many of the ‘screening items’ for Level 3 comprehensive assessment are
contained within the Level 2 profiles and thus with the introduction of an electronic record across
all three assessment levels these items could be pre-populated and would only need updating at
the Level 3 comprehensive assessment stage.
Streamlining of the Assessment Tool

The first workshop held with Treonic to develop the functional specifications of the Assessment
Tool led to some restructuring of the order of the items to facilitate the construction of the
application for the field trial and to expedite the early referral from the system for those that require
‘information only’ or who qualify for the Fast Track to Level 3 Assessment Agency pathway or
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those who require immediate referral because of an emergency situation. Items such as pension
status, insurance details, Medicare Card and Health Care Card numbers were moved to the Action
Plan as they are concerned with referral and service response.
The additional four ADL items for those who indicate they require some assistance with bathing
and mobility in the 9 item Level 1 Functional Profile are now assessed immediately following the
Functional Profile at Level 1 rather than at the start of the Health Profile at Level 2. Applicants with
poor ADL are likely to require a more substantial package of services and thus trigger a referral to
a Level 3 Assessment. Although this increased the length of the Level 1 Assessment by four
items (if triggered), this applied only to a small number of applicants.
A related change is that the applicants who receive the additional ADL items, and receive a score
of equal to or less than 8, now proceed to undertake the Trigger items as well. In the Action Plan
the questions on the ‘Other Level 3 Assessment Pathway’ are completed (including the referral to
a Level 3 assessment agency) and if interim services are required while they await their
assessment the questions on the Referral to Services in this pathway are also completed. This
change was a result from feedback from the Victorian and NSW trial sites that indicated some
applicants may need interim services due to longer than expected waiting times for local ACATs to
conduct Level 3 assessments.
These changes to the Assessment Tool can be viewed in Appendix 1.
Other Modifications

We also examined the suggestions made by the Inter-Departmental Reference Group for the
Assessment Framework and Tool project. This resulted in changed wording of sections referring
to veterans and war widows to reflect suggestions by the Department of Veterans’ Affairs, and
modified the question concerning DVA card holder status.
Following suggestions from the Department issues such as recommended periods for reassessment were considered further. For example, if restoring function is the goal of care, a six
month review period was included. If the applicant’s function is subsequently restored, then
potentially they may no longer have a need for services. For ‘one service only’ applicants the
default review period was two years, although if circumstances change an earlier review was
always possible. For other pathways such as Standard Level 1 Assessment and Level 2
Assessment the suggested default review period was 12 months unless other events triggered a
re-assessment.
As discussed previously, the appropriateness of the OSO pathway was expected to be reviewed
using data from a sub-sample of applicants on a Standard Level 1 Assessment pathway. The
Victorian sites, however, indicated that their standard practice was for all applicants to receive an
assessment that is very similar to the Standard Level 1 Assessment; consequently, the OSO
pathway was not applied in the Victorian sites.
Assessor Competencies

An Assessment Framework for Aged Care (Sansoni,et al. 2012b) outlined a framework for the
engagement of an assessment workforce that incorporates assessment capacities of current aged
care and other service providers in order to build a system where users and service providers
understand assessment capacities and roles of different agencies from small single worker
agencies to comprehensive assessment agencies. The proposed model for the engagement of
the assessment workforce acknowledged the key requirement for a national assessment system to
have a standardised approach to assessment including a validated assessment tool. The need for
standardised and centrally organised assessment is not mutually exclusive from a model where
there is a variety of modes of assessment, and a range of accredited assessment agencies,
underpinned by an assessor credentialing system.
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The proposed model of role delineation allows potential opportunities to credential assessors to
undertake assessment on behalf of the Aged Care Gateway and this is described below. Some
additional items concerning the qualifications and experience of assessors were added to the
Assessment Tool to inform this analysis (refer to Appendix 2: Assessor Information). These items
indicated the qualifications, skill and experience of most assessors would be considered to be high
(refer to Section 6) even at sites which used more of a call centre approach.
Assessment W orkforce Credentialing

Standardised assessment information could be collected through a variety of modes that are
complementary, such as:
§ Telephone call centre, both regionally and/or nationally based
§ Web-access
§ Face to face assessment centre
§ Aged care service providers and other health professionals as ‘credentialed’ assessors.
	
  
The modes of access to the assessment system, especially if underpinned by Consumer Directed
Care (CDC), should reflect the characteristics and needs of the individuals and the communities in
which they reside, rather than a predetermined one size fits all model. For example, a local
service network will already include competent assessors, capable of providing a standardised
assessment with appropriate training, accreditation and access to the data repository of client
information.
A centralised contact centre as the single entry point for access to aged care services runs the
risks of not being suitably accessible to many special needs groups. People living in rural and
remote regions, Aboriginal and Torres Strait Islander people, people from culturally and
linguistically diverse backgrounds, and other non-mainstream groups may find it difficult to engage
with a totally centralised approach. The location of the assessment service is not the key issue.
The key issue is that all people receive an assessment that is delivered in a culturally and relevant
manner and that data is stored centrally. A ‘no wrong door’ model where a range of assessment
modes and providers are endorsed ensures that the Aged Care Gateway will be able to offer
clients a choice of assessment agencies, thus remaining person centred and flexible and these
concepts are essential to a CDC approach.
Assessor Feedback

A short assessor feedback form was included in the web platform which is completed at the end of
every assessment for clients on the OSO and Standard Assessment Pathways (Refer to Appendix
3: Assessor Feedback). The form asks questions concerning the assessor’s level of satisfaction
with the assessment tool and whether any important information was missed.
Client Feedback

Client feedback has always been considered integral in evaluating the effectiveness of the
Assessment Tool. It was initially anticipated that consumer feedback would primarily be provided
through the inclusion of consumer groups amongst the Department’s stakeholder engagement
processes that have been developed, i.e., the Gateway Advisory Group, which comprises
representatives of the National Aged Care Alliance (NACA). Given the ethical considerations
regarding direct liaison with clients, it was initially agreed that the project team would also seek a
client feedback by proxy, through feedback from the assessors. In view of this, an item was
initially added to the end of the Action Plan, developed for the trial application, where the assessor
could ask the applicant whether they would like to provide feedback about the assessment
process.
As the planning for the trial progressed, NACA indicated a preference for feedback from those
clients directly experiencing the assessment process. In particular, NACA was keen to understand
the extent to which the assessment process promoted re-ablement and consumer directed care.
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Agreement was reached between DoHA and the CHSD project team to include a client feedback
survey. To facilitate this, the tool was modified to include the following questions: We would like to
mail to you a short survey about this assessment. Do you give us permission to do this? Yes/No
(AC103; AC203). If the client indicated their agreement, the assessors sent them a survey form
and a pre-stamped envelope for the return of the survey to the research team. To ensure the
CHSD project team did not receive identifiable data (as per the ethics approval), the survey form
only contained their unique identification number. While it was recognised that response rates for
such postal surveys are typically in the vicinity of 50% (Brown et al., 1997; Brealey et al., 2007), it
was agreed that at least this will provide some opportunity for direct feedback from clients.

3.2

Determine assessment pathways for special needs groups

One of the objectives of the Aged Care Act 1997 is to facilitate access to aged care services by
those who need them, regardless of race, culture, language, gender, economic circumstances or
geographic location. To give effect to this objective, the Act designates certain people as ‘people
with special needs’ (Australian Government, 2012).
The Aged Care Act, 1997 (the Act) identifies a range of special needs groups:
§
§
§
§
§

people from Aboriginal and Torres Strait Islander communities
people from non-English speaking backgrounds
people who live in rural and remote areas
people who are financially or socially disadvantaged; and
people of a kind (if any) specified in the Allocation principles.

Section 4.4 of the Aged Care Allocation Principles 1997 states there are other special need groups
that may need to be considered:
§
§
§

people who are veterans;
people who are homeless or at risk of becoming homeless; and
people who are care leavers (people who had been raised in care homes).

The Allocation Amendment (People with Special Needs) Principles 2012 specify a further class of
people, namely people who are Lesbian, Gay, Bisexual, Transgender and Intersex (LGBTI). This
aligns with the Government’s social inclusion agenda and is consistent with Australia’s human
rights obligations. Supporting activities that ensure recognition, awareness and respect for older
Australians from the LGBTI community will have a significant benefit on their wellbeing and
facilitate social inclusion (Living Longer, Living Better; The Australian Government’s response to
the Productivity Commission Report Caring for Older Australians and Aged Care Reform Package
Technical Document April 2012).
The legislative basis for designing a model for assessment as part of the Aged Care Gateway
requires an assessment approach that recognises the rights of people with special and specific
needs, including the right to be treated with dignity and respect and without discrimination. Other
groups (not specified under the Act) such as people with disabilities and people with mental illness
will need to be treated with sensitivity, dignity and respect.
In developing the Aged Care Gateway to services consideration needs to be given to how best
meet the needs of older Australians from diverse backgrounds. This includes ensuring that these
members of the community receive assessments that are culturally appropriate. This is likely to
involve a range of approaches including access to translation services and drawing on the
expertise of community-based organisations. Promoting the use of culturally sensitive diagnostic
tools will be an important part of work to improve and standardise assessment processes (The
Australian Government’s response to the Productivity Commission Report Caring for Older
Australians; April 2012).
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The Assessment Tool includes questions to identify clients from some of these groups (e.g.
Veterans and war widows/widowers; people from Aboriginal and Torres Strait Islander
communities and people from Culturally and Linguistically Diverse Backgrounds (CALD) in order to
provide an alternative assessment pathway for clients from these groups should they desire this.
For example a veteran or war widow/widower might prefer to be assessed by Veterans Home
Care. For other groups it might not be appropriate to identify whether they have special needs at
initial contact. Their special needs may not affect their assessment. However, an item was added
to the Action Plan of the Assessment Tool concerning whether the applicant has identified as a
person with special needs that should be considered during their assessment(s) or in relation to
the provision of services.
The pathways for people from special needs groups are as follows:
§
§
§

People from Aboriginal and Torres Strait Islander backgrounds should have the choice of
being assessed by specialist Aboriginal and Torres Strait Islander agency (if available)
Veterans and War Widows/Widowers should be informed of the choice of being assessed by
Veterans Home Care (VHC) for the services VHC offers.
People from a CALD background should, if required, be provided with an interpreter of
appropriate language and gender.

The assessment pathways for special needs groups are currently being reviewed and if required
any further items for special needs groups (as defined under the Aged Care Act 1997 and the
Allocation Principles 1997 and later amendments) and specific needs groups will be incorporated.
It is noted that the tool has been designed for use with older people and thus it would not be
suitable for direct use with younger people. It is assumed that any use with respect to, for
example, younger people with disabilities, that the informant would be an appropriate adult (e.g.
parent or guardian).

3.3

Carer Pathways

The recommended Assessment Tool includes a Carer Profile (refer to Carer Profile in Appendix 1)
to identify carer sustainability in relation to the applicant. It identifies whether carers of clients
need support and referral to carer specialist agencies and/or may need to be referred to receive
support as a client in their own right.
The approach undertaken by the NCAF was examined as part of our review but no additional
items were included in the Carer Profile as the additional items in the NCAF were thought to be
more relevant to assessment by specialist carer agencies.

3.4

Review indicators for face-to-face versus phone assessment

Triggers and indicators for face-to-face versus phone assessment were reviewed and refined as
necessary. One of these indicators is whether the assessor judges there to be communication
difficulties for the applicant that precludes an assessment over the phone. These difficulties may
include:
§
§
§
§

Language/cultural issues,
Speech,
Hearing, and/or
Cognition.

Some of these difficulties that may make phone assessment difficult were addressed by the use of
interpreters or TTY (teletypewriter) technology, reducing the need for face-to-face assessment.
The items concerning the need for ‘face-to-face’ assessment were modified given feedback from
the jurisdictions participating in the field trials. It was agreed that assessors would use their
judgement to identify whether an alternative interview strategy was required, identified the relevant
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strategy (e.g. face-to-face assessment or telephone interview with primary carer) and provided the
reason for the alternative assessment mode.
Items concerning the suitability of the mode of assessment were included in the assessor
feedback form (Appendix 3: Assessor Feedback). The tool developed for the field trial also
included an item requesting feedback about the assessment process from clients.
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4 The Trial Sites
4.1

New South Wales

The NSW trial site is the Hunter Valley Community Care Access Point (CCAP) which is operated
by the NSW Department of Family and Community Services – Ageing, Disability and Home Care.1
The CCAP operates as a call centre that provides a single point of access to people seeking
Home and Community Care (HACC) services in the Hunter Valley and Central Coast regions,
which comprises a mix of urban and regional locations. Established as one of the Access Point
Demonstration projects in 2007, it has now been in operation for almost five years, is generally
well recognised by members of the local communities and service providers, and has a relatively
constant and high volume of clients. It has undertaken approximately 55,000 assessments using
the ONI-N and uses an electronic referral system (ReferralLink) to send referrals to 85 nongovernment organisations (NGOs).
Importantly, the current practice of the Access Point incorporates a focus on completing the carer
profile for clients, where this may not routinely be undertaken in other trial sites. Where a client is
unable to undertake the assessment over the phone, the Access Point conducts face-to-face
assessments. For culturally and linguistically diverse clients, the Access Point currently utilises
both bi-lingual assessors (employed by the Access Point) and the Telephone Interpreter Service
(TIS) to conduct assessments over the phone in a language other than English. Clients of
Aboriginal and Torres Strait Islander backgrounds are offered the option of having their
assessment undertaken by an Aboriginal and Torres Strait Islander assessor employed within the
service, either over the phone or face-to-face.

4.2

Victoria

The Victorian Department of Health has two regions participating in the Trial: the Shire of Yarra
Ranges catchment in the Eastern Metropolitan Region (EMR), and the City of Greater Dandenong
in the Southern Metropolitan Region (SMR). The Eastern Metropolitan region in Victoria is a mix
of urban and regional locations, and was also the site of another Access Point Demonstration
Project, Direct2Care. The aged care service system in Victoria is relatively streamlined compared
to other States, with the vast majority of HACC assessment and service provision being delivered
through local Councils. Consequently, there is a generally high level of clients utilising the
assessment services, and throughput is expected to reflect this.
Across these two regions there are four separate trial sites participating in the field trial:
§
§
§

Direct2Care and Shire of Yarra Ranges HACC Assessment Service (HAS) servicing the
eastern metropolitan region;
City of Greater Dandenong HAS servicing the southern metropolitan region; and
RDNS (formerly known as the Royal District Nursing Service), covering both regions.

The Victorian Department of Health has expressed keen interest in the trial and in particular how
the phone assessments compare with the information and care planning for clients that arise from
its more comprehensive assessment approach implemented under its Active Service Model.
The usual site-specific processes have been employed for clients who are from CALD or
Aboriginal or Torres Strait Islander background, or require special needs. That is, interpreter
services, additional supports and/or culturally specific assessors will be offered to clients if
needed.

1

http://www.adhc.nsw.gov.au/individuals/help_at_home/community_care_access_point)
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4.3

South Australia

The trial site in South Australia is the Access2HomeCare (A2HC) Service, another Access Point
Demonstration Project. A2HC operates a call centre that covers metropolitan Adelaide and some
rural / regional areas of South Australia. A2HC is also the contact point for community based
clients referred for ACAT assessments; hospital based clients who require ACAT assessment are
referred directly to ACAT. It is therefore anticipated that data from the South Australian site will
show a much higher number of clients requiring ‘Fast Tack to Level 3 assessment’ than in the
other trial sites who do not triage ACAT referrals.
A2HC has strong links with a specialist CALD assessment service – EthnicLink. EthnicLink carries
out assessments for CALD applicants who cannot be assessed satisfactorily over the phone by
A2HC staff.
Feedback from South Australian assessors indicated that A2HC did not usually undertake the
breadth and depth of the Level 2 assessment in a telephone assessment process. For example,
assessors do not ask questions regarding alcohol or tobacco use. Likewise, they were not
comfortable asking the K10 (anxiety and depression scale) questions over the phone, due to
previous experiences where the K10 has been used and assessors did not have satisfactory
referral options for those clients that may have required mental health service assistance.
Generally, all A2HC clients (even those requesting a single basic service) are asked some very
‘broad and shallow’ questions regarding health conditions and will undergo a risk profile. These
health condition questions will determine if the health condition is a primary, chronic or
undiagnosed condition and if it is currently impacting on the client. If a client requires a
‘comprehensive assessment’ (but not an ACAT assessment for a care type under the Aged Care
Act 1997), they are normally referred to one of the HACC ‘comprehensive assessment’ agencies
which would normally undertake an assessment similar to a Level 2 assessment. This may be
done over the telephone or face-to-face.
Prior to participating in the trial, approval was required from the Families and Communities
Research Ethics Committee in the Department for Communities and Social Inclusion; following a
number of clarifications, approval was granted in April 2013. The Department also has a
consumer reference group, which has reviewed previous assessment tools used by A2HC, and
has now requested a demonstration of the trial tool. Following agreement with DoHA, this is
expected to be conducted during the month of June 2013.

4.4

Tasmania

The Trial site in Tasmania is the TasCarepoint Service, which is operated by the RDNS. It
similarly was established as an Access Point Demonstration Project, initially servicing Hobart
surrounds and the southern part of Tasmania, and subsequently extended to include the whole
State. The assessment processes are generally conducted over the telephone, using an
enhanced ONI assessment tool that was used in the Demonstration project. TasCarepoint
currently undertakes Level 1 Assessments, with those requiring face-to-face assessment and/or
Level 2 Assessment being outsourced to local RDNS services. This includes for clients who have
special needs.
Although TasCarepoint is now a state-wide service, the staff are able to develop and actively
maintain effective networks of local aged care service providers and knowledge of local
communities due to the size of Tasmania. This enables the TasCarepoint staff to consider the
local context and community resources available to assist the client in addition to the existing
HACC and Commonwealth funded aged care services. As a result of this networking there is also
a ‘trust’ and ‘confidence’ by service providers in the accuracy of the assessment undertaken by
TasCarepoint.
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Both the public and private hospitals in Hobart refer clients to TasCarepoint who require HACC
services post discharge (in particular meals, housework or nursing). Some of these referrals are
made by nursing staff outside normal business hours and so are received as a fax. For the
purposes of the trial, TasCarepoint would contact clients or the referring hospitals for more
information if required to complete the assessment for the client. Staff at TasCarepoint stated that
they noticed that referrals that came from the acute wards were often not as comprehensive as
those received from rehabilitation or aged care wards due in part to the general lack of knowledge
of acute trained staff in aged care and the community care sector. Another factor regarding
referrals received from the acute wards was that the request was usually for services to
commence within 24 hours of the referral being made to ensure discharge was not delayed.
The usual practice of TasCarepoint does not include a direct referral of clients to ACAT; instead,
clients are referred to their General Practitioner, who will then refer them on to ACAT if required. It
was agreed that for the purposes of the trial, this process would alter and TasCarepoint would
refer to ACAT directly for Level 3 Assessments.

4.5

ACT

The ACT Health Department expressed interest in participating in pilot testing of the Assessment
Tool, and provide feedback prior to live trials commencing. The later commencement of the trials
due to modifications of the tool and reduced staffing capacity at ACT ACAT when the revised
commencement data was known, meant it was not possible to undertake this form of pilot testing
as planned.
Discussions with ACT ACAT regarding other opportunities for involvement in the Assessment
Framework and Tool for Aged Care project indicated their continued interest in reviewing the tool
especially the extent to which it aligns with the ACAT National Comprehensive Assessment Form.
Unfortunately, the planned webinar to facilitate this was not able to proceed due to unplanned
leave of key staff.

4.6

Site Specific Contexts – comparison of data

In the analysis and interpretation of data from trial sites, it is important to understand the
operational differences between sites. These differences have evolved primarily as a result of
Access Points being established within a region to operate effectively within the local and or statewide health and aged care service system. For example, key differences between jurisdictions
occur in processes for assessment of people from CALD backgrounds and referrals to
ACAT/ACAS and mental health services. These systemic differences impact on the day to day
assessment and referral practices of the Access Points.
The South Australian Access 2 Home Care is the intake point for ACAT referrals for community
based clients (People in hospital who require ACAT assessment are referred directly to ACAT). It
is therefore anticipated that data from the South Australian site will show a much higher number of
clients requiring ‘Fast Track to Level 3 Assessment’ than in the other trial sites who do not triage
ACAT referrals.
Despite the above mentioned differences between trial site contexts and the different referral
pathways clients may take depending on the local service system, indications are that the
assessment tool is able to be used effectively in different settings resulting in a more standardised
assessment processes.
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5 Site Engagement
5.1

Site engagement

A key activity of the CHSD has been close and regular engagement with sites including via
telephone, email, face-to-face meetings and webinar. Each site was involved in numerous phone
calls prior to their recruitment, to ascertain their appropriateness, willingness to participate, and
capacity to achieve the required number of assessments to make the trial viable.
5.1.1 Training
Each site was provided with face-to-face training in the Assessment Framework and Tool followed
by a subsequent webinar session to demonstrate how to use the tool. The main resource has
been the ‘User Manual for the Aged Care Assessment Tool Field Trial’, a draft of which was
provided to DoHA in March 2013. The manual includes some contextual information regarding the
trial, including the policy context of the Living Longer Living Better aged care reforms, an overview
of the structure of the Assessment Framework, and a detailed description of the tool elements.
PowerPoint presentations were also developed to support the training, and these were provided to
DoHA at the same time.
Following feedback from DoHA, and incorporating developments that occurred, a revised Version
1.0 of the User Manual for the Aged Care Assessment Tool Field Trial’ was finalised in May 2013
and distributed to all trial sites to replace draft versions.
The face-to-face training sessions provided the opportunity for site participants to understand the
context of the trial as well as understand its key components, profiles and pathways, as well as the
‘triggers’ in place to facilitate further investigation/referral and/or action planning. Participants
identified opportunities for improvement, for example, extending the Date of Birth range in the
initial contact screen from 1920 to 1908; differentiation between ‘assessor rated’ and client
response questions by colour or highlighting; and, the inclusion of free text box within referral
forms to allow staff to provide additional information. Notes were taken during the training
sessions, and suggestions forwarded to the developers immediately following each session, to try
and incorporate suggested improvements in the tool before the trial commenced.
In general, the training sessions went quite smoothly, and it was clear that participants were
relatively familiar with the concepts, sorts of questions and domains, and processes of the tool.
The main issues that arose were those where the questions being prompted were unfamiliar to
staff or not part of their usual processes. For example, participants in the SA site expressed their
concern about the anxiety and depression questions in the psycho-social profile of the tool, based
on their negative experiences using it in a previous trial, and in Victoria a number said they felt
uncomfortable asking clients about continence issues. The extent to which these issues arose
appeared to be dependent on the level of experience and skill of the assessor, with those in a
predominantly intake and referral role being less inclined to ask these questions than those more
experienced and/or used to conducting more comprehensive assessments. This may be an area
where further training could assist.
An overall objective of the CHSD project team has been to make the participation of sites in the
Trial as smooth as possible. To that extent, the training was provided in a structured but relatively
informal manner, whereby participants were encouraged to raise issues, ask questions and voice
any concerns they might have. This in turn provided an opportunity for discussions about the role
of assessment, the Living Longer Living Better reforms, sharing of concerns and, on occasions,
problem-solving and resolution of issues in a collegiate manner.
The clear limitation regarding the training, however, was the inability for assessors to familiarise
themselves with the tool prior to the Trial commencing. This was due to the need to incorporate
modifications to the tool following feedback from NACA which delayed the availability of the tool on
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the web platform. It had been intended to work through some assessment case studies ‘live’ on
the web platform, with the assessors, as part of their initial training but the time constraints made
this impossible to achieve Additional webinar sessions were provided to sites immediately prior to
the Trial commencing as a supplementary measure.
It remains the view of the CHSD project team that this resulted in less than optimum conditions
under which the Trial was implemented. Our clear preference would have been for a longer lead
time to enable assessors to familiarise themselves with the tool, including having access to a ‘live’
version of the tool at training; this would also provide greater assurance with regard to the integrity
of the data collected during the trial.
Table 3

Training sessions

Site

Face-to-face
training

No. of
Participants

Organisation

NSW

16 April 2013

8

CCAP

VIC

23 April 2013

3
8
4

Direct2Care
City of Greater Dandenong
Shire of Yarra Ranges

24 April 2013

14

RDNS

SA

18 April 2013

10

Access 2 Home Care

Tas

1 & 2 May 2013

11

TasCarePoint

5.1.2 Com m unication
Information about the trial and its elements has been provided to trial participants and trial site
management both in the lead-up to the trial commencement, as well as during its operation.
Information sheet

An information sheet was provided to site managers clarifying the Trial’s objectives, processes and
the policy context within which it was being conducted. The information sheet built on the previous
telephone and email communications with each site. Given the developmental stage at which this
communication was provided, it also highlighted the potential issues that could arise in regards to
workflow, data collection and re-entry into existing systems, and ethics consideration.
Confirmation of the details of the trial was subsequently included in the Agreement between each
site and CHSD, which also outlined remuneration for additional costs that may be incurred as a
result of each site’s participation in the trial.
Training manual

Each assessor participating in the Trial was provided with a training manual for reference. While
on the one hand appearing quite technical, the overall aim has been to provide the information
describing the intent, processes and principles underpinning the use of the tool in way that targets
the needs of its audience. That is, the manual opens with a message of welcome to participants in
the trial, acknowledgement and appreciation on the part of the CHSD team, and encouragement to
contact members of the team if there are any questions. The contextual information provided both
in the manual as well as during the training sessions has highlighted the capacity for their
participation to contribute to the development of this important aged care reform initiative, as well
as the keenness of the CHSD to receive their feedback.
The assessors noted that it is difficult to clarify relevant issues in the User Manual when one is
undertaking a live assessment. They appreciated the prompts and alerts that had been built into
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the on-line system but felt more of these prompts and alerts could be added and felt the inclusion
of a ‘frequently asked questions’ section could also be added.
Weekly emails

The CHSD commenced the Trial with a weekly email to site managers, identifying key themes that
have emerged during the week within the trial and advising of any related developments.
Importantly, the emails stress the continued appreciation of the CHSD project team for the sites’
participation in the Trial.
Site support

The site support process includes requests for assistance being ‘triaged’ and actioned by CHSD
staff, who then liaises with Treonic regarding any technical support issues that may be required.
To date, the main issues have been around site navigation, log-ins and capacity of local systems
to support access to the Treonic data base over extended periods of time. A small number of
queries have required Treonic to provide direct support to the trial sites.
In line with the above encouragement for feedback from participants, the CHSD has undertaken to
address issues arising in a timely manner. To date, all issues raised by either the site managers
or participants have been actioned and/or responded to immediately (where feasible) or actioned
within the same day. Where issues have arisen pertaining to the software, the communication has
likewise sought to be as effective and responsive as possible.
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6 Assessor Competencies
A key theme that has underpinned the development of the assessment tool and its Field Trial has
been the recognition that it is a decision support tool. That is, it is designed to facilitate a guided
conversation between assessor and applicant, capture relevant data and assist trained assessors
make judgements about the needs of and appropriate service response for the applicant. One of
the issues that this Trial is exploring is whether different skills and competencies of assessors
affect the outcomes of the assessments.
In participating in the Trial, sites were asked to include a representative sample of their assessor
staff, to assist in identifying the skills and/or potential training needs of assessors expected to be
employed by the proposed Aged Care Gateway. In total, sixty assessors have been registered for
the trial across the seven sites. The details of their qualifications and experience are presented in
Table 4 to Table 7 below.
The following tables show details provided by the assessors and include details for all assessors
and for assessors excluding those from RDNS in Victoria, due to the fact that RDNS generally
employs a large number of Registered Nurses whose responsibilities are generally broader than
aged care assessment.
Table 4

Num ber of years worked as an assessor of older people
Including RDNS

Excluding RDNS

Less than 1 year

7

12%

4

9%

1-2 years

7

12%

5

11%

3-4 years

7

12%

5

11%

38

64%

30

68%

5 years or more
Total

59*

44*

*no information provided by one assessor

Table 5
sector

Num ber of years worked in the health and com m unity serves
Including RDNS

Excluding RDNS

Less than 1 year

2

3%

1

2%

1-2 years

3

5%

1

2%

3-4 years

6

10%

3

7%

5 years or more

49

82%

40

89%

Total

60
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Table 6

Highest level of form al qualifications
Including RDNS

Year 12 or less

5

Excluding RDNS
8%

5

11%

14

32%

20

45%
11%

25%

TAFE Diploma or
Certificate

15

Bachelor degree

34

Masters or higher
degree

5

5

59*

44*

Total

58%
8%

**no information provided by one assessor
Table 7

Tertiary qualifications
Including RDNS

Community Services

Excluding RDNS

9

17%

9

23%

Nursing

23

43%

11

28%

Allied Health

8

15%

8

21%

Other Health

2

4%

2

5%

Other

12

22%

9

23%

Total

54*

39*

**no information provided by one assessor
The relationship between assessor skill and competency and client outcomes will be explored in
further detail in the Final Report. The following trends have been identified:
§
§
§

Staff are generally highly experienced, with 60% working as assessors, and 81% working in
health and community services, for more than five years;
Assessors are also relatively well educated, with two thirds having tertiary qualifications in one
of the following areas nursing (17); allied health (8) other/other health (9) and community
services (4).
Assessors who have tertiary qualifications are concentrated in nursing (due to the involvement
of 15 assessors from RDNS in Victoria).
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7 Consumer Feedback Mechanisms
The Evaluation Team’s original plans for the trial did not involve obtaining feedback from
consumers. NACA requested that the Field Trial be expanded to include seeking feedback from
consumers. The CHSD Project Team also met with the Access2HomeCare’s Consumer Advisory
Group on 25th June 2013 to discuss the Assessment Framework and Tool.

7.1

Background

Three of the current trial sites - Hunter Community Care Access Point in NSW, TasCarePoint and
Access2HomeCare - are services that were established under the Access Points Demonstration
Projects Program that sought to introduce standardised approaches to aged care assessment
nationally using an earlier version of this tool. Consumer feedback was a key element of the
Access Points pilots, and each site has continued to implement quality assurance processes that
involve seeking consumer feedback on the assessment process, including the tool, care planning
and referral processes arising. The outcomes of these processes have been incorporated into the
planning and development of this latest version of the Assessment Tool.
The assessment framework and tool continue to be informed by those for whom it was designed to
assist. In planning for the Trial, it was anticipated that consumer feedback would primarily be
provided through the inclusion of consumer groups amongst the Department’s stakeholder
engagement processes that have been developed, i.e., the Gateway Advisory Group, which
comprises representatives of the National Aged Care Alliance (NACA). As the planning for the
trial progressed, however, NACA indicated a preference for feedback from those clients directly
experiencing the assessment process. In particular, NACA was keen to understand the extent to
which the assessment process promoted re-ablement and consumer directed care. Consequently,
agreement was reached between DoHA and the CHSD project team to include a client feedback
survey.

7.2

Ethical issues

An ethical principle that has underpinned the trial is that the CHSD project team does not have
access to identifiable client information, and the feedback process that was developed was also
implemented accordingly. A two-step process has therefore been constructed whereby at the
completion of each assessment, assessors ask the clients:
§
§

to provide any feedback about the assessment process
whether they would like to receive a short written survey about the assessment.

If the client wanted to provide any feedback directly to the assessor, this would be recorded in the
web application. If the client agrees to receive the short written survey, the assessor would write
the applicant’s Unique Identifier Number (UIN) on a survey form, which is then sent with a reply
paid envelope for the applicant to complete and return to the CHSD project team.
To facilitate this process, approval was sought from the University of Wollongong and Illawarra
Shoalhaven Health Service District Human Research Ethics Committee and additional funding
negotiated with DoHA to incorporate the additional data collection and analysis. All sites were
asked to participate in the survey; however Access2HomeCare in SA and some Victorian sites
declined due to the potential for confusion between consumers as to which assessment they were
being asked to provide feedback on (these sites would carry out their normal assessment of the
consumer after the Tool assessment of the client)
As per usual practice, the participant information sheet that accompanied the survey outlined the
reasons for the trial, its objectives and processes: prospective participants were informed that no
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identifiable information would be provided to the CHSD project team, their participation was
voluntary, and likewise they were free to contact the project staff if they had any questions.

7.3

Survey tool

The survey contained twelve questions that sought to clarify the client’s experience of and
satisfaction with the assessment process (Questions 1-3, 9), whether it was helpful in determining
their care needs (Q4), addressed all the important issues (Q10), and whether their cultural,
language and any other special needs were recognized (Q11). Importantly, it also sought to
address the issues raised by NACA in regard to re-ablement and consumer directed care, by
asking questions about goal setting (Q7 & Q8), involvement in decision making (Q5) and
independence (Q6).
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8 Data Analysis
8.1

Introduction

Following negotiations with the trial organisations it had been agreed that up to approximately
1,600 applicants would be assessed. This number was to allow for a sufficient sample size and
statistical power for the analyses and it was also anticipated that the first 100 or so assessments
undertaken by each State were likely to include a number of inaccuracies and/or extensive timeframes for completion as assessors got used to using the tool.

8.2

Field Trial Recruitment

As of the evening of 28th June 2013, 1,589 applicants had been registered in the system including
58 phone calls where only information was requested. Victoria completed 19% of the
registrations, South Australia 30%, NSW 26% and Tasmania 25%. Approximately 230-250
applicants were recruited per week. A breakdown of the assessments completed, and the client
pathways, can be seen in Table 8 below.
Table 8

Recruitm ent by State 28 June 2013

Pathway

Site 1(4 sites)

Site 2

Site 3

Site 4

Vic

SA

NSW

Tas

Information Only

20

23

3

12

58

One Service Only
(Functional Assessment)

110

38

36

86

270

One Service Only (No
Functional Assessment)

2

47

85

115

249

Standard Level 1

47

34

61

57

199

Standard Level 2

104

216

214

120

654

Fast Track Level 3

11

116

8

8

143

Emergency Assistance

8

0

6

2

16

302

474

413

400

1589

Total

All Sites

As indicated earlier in the report Victoria did not participate in the randomisation study which
allocated One Service Only Pathway clients to either an assessment of function or no assessment
of function (NFA) and thus the 2 clients for Victoria on the ‘no functional assessment’ pathway are
likely to be assessor errors or to reflect a change of pathway at the end of the assessment
process.
The CHSD project team estimated the completion point of the trial was likely to be by the 28th June
2013 and all trials were asked to cease data collection at this point. As can be seen from Table 8
the number of registrations approximated the desired recruitment figures although it was found the
web system counted each change of pathway as a registration event (although this did not effect
any particular pathway more than others) and particularly at the beginning of the trial there were
some duplicated registrations by assessors. There were 1379 assessments undertaken during the
trial.

8.3

Assessment Pathway Patterns

This section of the report discusses some of the initial findings in regard to the client pathways
contained within the Assessment Tool, which are detailed as percentages in Table 9 below.
Page 36

Final Project Report: Validation and Field Trials for Aged Care Assessment

Centre for Health Service Development

Overall it can be seen that 33% of applicants were on the OSO pathway (17% with function
assessment and 16% without) and 54% were on the Standard Assessment Pathways. Following
the completion of the Functional Profile and Trigger Items those on the Standard Assessment
Pathway can be further differentiated as a Standard Level 1 Assessment (those who did not
require a level 2 Assessment) or a Level 2 Assessment where the triggered profiles are
completed. The 54% of applicants on the Standard Assessment Pathway can be broken down in
relation to the overall figures as 13% that undertook a Level 1 Assessment only and 41% of
applicants that received the additional Level 2 Assessment.
This represents a slightly lower than expected number of people being placed on the OSO
pathway. Initial expectations, based on HACC data (DoHA 2011; Samsa P, Bird S and Owen A,
2009), were that approximately 49% of clients would seek only one service compared to 33% that
were on this pathway in the trial. However, when the figures for the Standard Level 1 Assessment
are included (it has been identified that the majority of these applicants usually only require and
are referred to 1 service, although it may be a higher level service) we get a figure of 46% for
those needing one service only. Although a little lower than expected it is relatively consistent with
the earlier HACC data.
The number on the Fast Track Pathway is lower than expected in most States, other than for SA
where there is a much higher rate of referral. In SA the assessment centre acts as a central triage
point for referral to ACAT services or to a HACC Comprehensive Assessment Agency and these
figures probably reflect that pattern of practice. Conversely in Tasmania usual practice does not
permit direct referral to ACAT services by the assessment agency, and although it was agreed this
would occur for the period of the trial, the low figure for Tasmania may reflect their more typical
pattern of practice.
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Table 9

Assessm ent pathway patterns by State

Pathway

State 1

State 2

State 3

State 4

All States

Vic

SA

NSW

Tas

Information Only

7%

5%

1%

3%

4%

One Service Only FA

36%

8%

9%

22%

17%

One Service Only NFA

1%

10%

21%

29%

16%

Standard Level 1

16%

7%

15%

14%

13%

Standard Level 2

34%

46%

52%

30%

41%

Fast Track level 3

4%

24%

2%

2%

9%

Emergency Assistance

3%

0%

1%

1%

1%

The above report was generated automatically by the web system and was updated in real time.
This feature was found to be useful in monitoring the patterns of recruitment and the total
recruitment figures for the trial. It also helped us to identify and explore some data anomalies such
as the high level of Fast Track applicants in SA.

8.4

Duration of Assessment by Initial Pathway

The average time per assessment pathway for the trial, up to the 28th June 2013, is shown in
Table 10 below. The times provided below might be slightly inflated due to the fact that assessors
did not have much of a lead time prior to the Trial commencing during which they could get used to
using the new web-based assessment system. Generally, it might be expected that it make take a
month or so for assessors to get used to a new IT system. Due to the short timeframes involved in
undertaking this project the Trial was only able to be run over a 6 week period. In fact, the first two
weeks of the trial could really be considered to be a pilot phase. Consequently, we expected that
errors, incurring additional time, would occur during this learning phase. For example, in the early
phase of the trial it was noticed there were far more changes of pathway and editing of records
than occurred in later weeks.
By the second week of the trial it was noticed that peculiar time data was being received from the
South Australian site. The SA site was using Firefox as their internet platform and the
programming for time had to be adjusted for the Firefox platform which behaved very differently to
the other internet platforms and produced extreme time figures. At the close of each assessment
page, it was expected that the time stamp should return to ‘0’ for the start of the next section/page,
but for some reason time was accumulating on the Firefox platform and it was impossible to
differentiate the time components. Some additional programming was required to rectify the issue
but this meant the initial SA time data for the first two weeks could not be included for estimating
the duration of assessment components.
Another issue that affected time was that some assessors entered a section of the Assessment
Tool, realised they had entered the wrong section, closed, and then would go to the correct
section. These error times had to be discounted as they would skew the time assessed for the
component. The way that Treonic undertook this analysis was by using trimming techniques to
exclude outliers between the sites and to maximise homogeneity. This involved setting some
limits such as excluding all cases for a component, as per the example above, where was no data
capture. Similarly the trimming analysis meant upper time limits were set for each section of the
tool but these would only exclude cases that were obvious outliers or anomalies. Treonic also
recommended that the use the median rather than the mean might be preferred given the
distribution of the data. There are some differences between the time data reported below and
those that were reported in earlier reports and this is due to the refining of the methodologies that
applied to the time trimming techniques utilised. Similar trimming approaches were used by the
project team to calculate the Level 2 Profile times and these are outlined in Section 9.7.7.
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8.4.1 Assessm ent tim e results
Time was measured from the start of opening an electronic form to the saving and closing of the
form. Valid times included times greater than zero with evidence of data capture. Upper outliers
were excluded where times obviously included system use or behaviour not associated with
assessment. The lead-in time to using the tool was extremely short so there were inevitably user
actions that were part of learning how to use the tool rather than associated with assessing a
client. Times related to exploring the tool were excluded from the analysis.
Given the nature of the measure, median times with inter quartile ranges are recommended as the
summary measure (means have been included as another point of reference). Varying numbers
between the time segment measurements within pathways reflects a number of factors: different
operational dates of form measurement over the study; users not completing all aspects of the predetermined assessment path (missing data); and outlier time exclusions. For total times over the
pathways, a listwise method was used where cases that included a measurement at each point
along the pathway were included. For the segment time analysis, all cases were included that
meet the criteria for inclusion during that assessment part (the associated segment forms are
listed with the time estimates).
The total estimated times for the major pathways are shown in the following Table 10.
In addition to outlier exclusions, the main reasons for loss of cases is missing responses to Action
Plans, the Functional Profile (where it was appropriate), and the later implementation of the
registration time measurement which occurred shortly after trial commencement. With this in
mind, it can be seen that the median overall time for assessments was 13.2 minutes (IQR 8.619.1). There was consideration variation between the pathways, with Information Only taking a
median of 3.5 minutes (IQR 2.6-6.1) and Standard Level 2 Assessment taking a median time of
18.3 minutes (IQR 14.2-23.5). Standard level 1 and OSO with FA had similar total times, around
12 to 14 minutes, while OSO without FA was 9.8 minutes.
As a rough guide to the discrepancies between the “listwise” totals in the table below and additions
of aggregated times across the segment analysis, about a 2 minutes difference was found within
the main pathways, with the “listwise” estimates being greater than the aggregated calculations.
The listwise procedure includes the aggregated times across all components for individuals who
have completed all the necessary components for that pathway. By contrast the segment analysis
includes any cases that have met the inclusion criteria just for that segment and thus the sample
size by segment does vary. It is thought that the listwise totals give a more accurate view of total
time for a pathway but the segment analysis was useful to identify the length of time involved in
completing the various segments of the pathways.
Table 10

Pathway Total Time Estimates using a “listwise” selection of cases
Total Times
Mean
4.31

Standard
Deviation
2.57

Median
3.54

Percentile
25
2.65

Percentile
75
6.13

Valid N
13

Fast Track to Level 3

7.29

4.46

5.44

4.05

9.08

37

1 Low Level Service
only
1 Low Level Service +
Functional Assess

10.61

4.8

9.84

7.52

12.91

104

12.79

5.49

12.2

9.48

14.35

42

Standard Level 1
Assessment

14.99

6.7

14.32

9.59

19.59

70

Standard Level 2
Assessment

19.38

7.51

18.3

14.21

23.52

152

Client Transferred to
Level 3

19.54

8.48

18.5

12.88

25.58

14

	
  	
  
Pathway

Information only
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Table 11

Tim e Analysis for Assessm ent Tool Segm ents (M eans)

Pathway

Registration

Applicant
Details

Function
Profile

Level 2
Profiles

Fast Track
One Service Only
without Function
Assessment
One Service Only
with Function
Assessment
Standard Level 1
Assessment
Standard Level 2
Assessment
(including Level 1 &
Level 2 Profiles)

1.28(1.40)

6.24 (3.95)

NA

NA

Sum of Time
Segment
Means*
7.52

1.29 (1.31)

8.03 (4.21)

NA

NA

9.32

1.01 (0.84)

8.20 (4.27)

2.81 (2.92)

NA

12.02

1.13 (1.17)

8.47 (4.59)

3.16 (2.43)

NA

12.76

1.19 (1.22)

8.95 (4.96)

3.92 (2.58)

6.42 (5.23)

20.48

*Includes Action Plans
Note the Standard Deviations, the figures in brackets, cannot be provided for the Sum of Time
Segment Means as these are aggregates and the segment analyses contain samples of different
sizes for the various tool components.
Table 12

Tim e Analysis for Assessm ent Tool Segm ents (M edians)

Pathway

Registration

Applicant Details

Fast Track

0.67
(0.43,1.89)

One Service Only
without Function
Assessment
One Service Only
with Function
Assessment
Standard Level 1
Assessment
Standard Level 2
Assessment
(including Level 1 &
Level 2 Profiles)

Function
Profile

Level 2 Profiles

Sum of Time
Segments
(Medians)*

4.95
(3.32, 8.22)

NA

NA

5.62

0.84
(0.50, 1.46)

7.30
(5.16, 10.65)

NA

NA

8.17

0.66
(0.50, 1.19)
0.66
(0.45, 1.19)

7.44
(5.23,10.39)
7.53
(5.39, 11.80)

1.69
(0.91,3.56)
2.37
(1.23, 4.56)

NA

9.79

NA

10.56

0.74
(0.50, 1.27)

8.49
(5.35, 12.42)

3.36
(1.87,5.33)

5.06
(2.84,8.34)

17.65

*Includes Action Plans
Note the figures in brackets represent the 25th and 75th percentiles. These percentiles cannot be
provided for the Sum of Time Segments as these are aggregates and the segment analyses
contain samples of different sizes.
The segment and listwise analyses shows that the median times with the associated interquartile
range are probably a better guide to the time distribution within the sample as these are less
affected by outliers than data based on the arithmetic mean. It can be seen that the components
of the Assessment Tool that take the most time are the Initial Applicant Details for all pathways
and the Level 2 Profiles for the Standard Level 2 Assessment Pathway.
Other Factors Influencing Tim e Assessm ent.
Pre-contact questions completed by assessors (C00a-C00c) ask whether prior contact information
has been received (C00a) and if so whether referral information has been entered into the system
prior to the phone contact. Prior information had been received for 50.2% (N=409) of applicants
and of this group 45% had entered some information before the assessment. This indicates that
for approximately 23% of the total sample some data had been entered prior to the assessment
with the applicant. The impact overall is expected to be small as the time taken to enter this data
is still measured by the system but it may have meant there was slightly quicker entry time than if
the assessor had the client on the phone whilst entering data. However, it is also noted that this
feature is probably reflecting how any assessment tool application will be applied in the field.
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Some consideration needs to be given to shortening the number of questions in sections of the
tool such as the Initial Applicant Details and Health Profile sections. The data analysis has
indicated there are a number of ways that the tool could be streamlined to potentially shorten the
assessment time and these are outlined in Section 8.9.

8.5

Client Characteristics

These analyses describe the characteristics of the sample for 1,393 applicants as of 28th June
2013 and this figure does not include 58 cases that had been identified as requiring information
only. There were 14 cases where there was only registration data available (age, gender, Unique
Reference Number (URN) and no consent or any other information to indicate the assessment had
actually taken place and these 14 cases were removed from the SPSS analyses (but retained in
the raw data files) leaving a sample of 1,379 applicants. As of 28th June 2013 there were 898
females in the sample (65.3%) and 478 males (34.7%). The average age of participants was
78.76 years (SD 8.94; range 21-98 years). Most of the sample (72.1%) was born in Australia.
There were no differences across the States concerning the gender of applicants but an
interesting finding is that the average age of the applicants in SA is significantly higher that for the
other States (see Table 16 below) and the average age of Tasmanian applicants is lower. It is
thought this may be due to the fact that the SA assessment agency acts as the central triage point
for assessment by ACAT services for the State, which is not the case for other States. By
comparison the Tasmanian Centre generally does not refer to ACAT services which may reflect
the younger age of applicants at this site.
The initial pathway selected was for assessment for services (includes all assessment pathways
apart from Fast Track or Emergency pathways) in 90% of cases (N = 1,245). There were 143
cases where the Fast Track Pathway was initially selected (9.0%) and 16 cases where the
emergency pathway was selected (1%). During the completion of the Initial Applicant Details
assessors changed the pathway for a number of these clients to the Standard Assessment
Pathway usually because adequate referral information was not available or because interim
services may be required for Fast Track clients while they awaited an ACAT/ACAS assessment.
The SA assessment agency had the much higher numbers referred to ACAT on the Fast Track
Pathway (see Table 9 above), reflective of its role as the central triage point for ACAT
assessment.
There were fifteen people (1.2%) recorded as identifying as an Aboriginal or Torres Strait Islander.
There were 51 people (4.2%) who identified themselves as a veteran or war widow/widower. Only
7 (16%) of this sub-group of applicants chose to be assessed by Veteran’s Home Care.
Question C11 asks whether the person is calling about themself or another person. In 51.5%
cases the person on the phone was the applicant; in 20% of cases it was an informant (e.g. family
member) and in 28.5% cases it was a referrer (e.g. health professional). The type of informant
was a family member, primary carer or friend in 44.1% of these cases and a health or community
services profession or agency in 50.3% of the cases.
Applicants participating in the assessment provided their consent to share information in 97.8% of
cases. For the other 3.2% this meant that their information could be collected but not shared for
referral purposes. Informants or referrers had obtained applicant consent to share information in
97.2% of cases. Again for the other 3.8% this meant that their information could be collected but
not shared for referral purposes.
Question C30 is a decision tree item which asks whether the applicant ever needs help to
communicate (to understand or be understood by others). Eighty per cent of the sample indicated
they had no difficulties with communication and did not proceed to further questions in this
Section. There were 18% of applicants that reported ‘some difficulty’ and 2% of clients indicated
they had great difficulty. This data indicates that 20% of applicants on the assessment for services
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pathway would experience difficulty with a telephone interview and it may be necessary to move
this item to earlier in the assessment process to quickly schedule an alternative assessment
method for such clients (e.g. use of an interpreter, face-to-face assessment or an interview with
the primary carer).
For those on the assessment pathway 16% indicated they had a hearing difficulty even if using a
hearing aid. For those that identified has having a hearing problem only 4% of this subgroup
indicated that hearing assistance technologies would be useful.
Assessors identified that for 16.4% of clients on the assessment pathway a telephone interview
was not suitable. For those applicants that the assessor identified as having a communication
problem, the main problem was cognitive (37%), hearing (35.4%), language (18.8%) and speech
(6.6%). For those with language difficulties the assessors judged that the use of an interpreter
would be useful for 26 (25%) of these applicants.
For 13.0% of clients the assessor judged that an alternative strategy was required to the current
telephone interview. Some interviews at RDNS and other sites were already using a face-to-face
assessment method which may influence this data. The preferred method for the rescheduled
assessment for such applicants was face-to-face assessment (16%) and a telephone interview
with the primary carer (73%).
The applicants’ reasons for contact were quite diverse. Major themes included increasing frailty,
pain, and issues concerning the impact of a health condition, a recent fall or the aftermath of
hospitalisation. Many clients identified they needed a specific service or services to undertake
tasks they can no longer do (e.g. cleaning, meals, personal care, transport, garden and home
maintenance etc.). Other issues identified were the need for assessment and for services such as
respite care. The assessor’s recording of needs had similar themes but were more focussed
around particular services that needed to be set in place e.g. the client needs certain services.
The most commonly requested services for applicants on the assessment pathway were domestic
assistance (34%), allied health services (7%), personal care (14%), meals (6%), home
maintenance (8.3%), home modification (11%), transport (9.4%). social support (7.7%) and
emergency assistance (6.5%). It is noted that most clients requesting Emergency Assistance
actually completed more of the assessment than was required by the business rules for the
Emergency Pathway. Most of these applicants proceeded to be asked the questions relevant to
the standard assessment pathway – which may have influenced the relatively high per cent for
those requesting emergency services.
One third of clients (34.4%) were already receiving some aged care services. This would suggest
that about a third of the intake calls are about increasing access to further aged care services and
that two thirds of applicants requested services for the first time. The most common types of
services already being received are domestic assistance (18%), personal care (5.1%), meals (3%)
and transport (2.6%). There were very few applicants receiving ‘other’ services – the major
categories of other services received by applicants were podiatry (0.7%, N = 9), rehabilitation
(0.3%) and other services (0.4%).
With regard to accommodation 46.1% of the sample lived alone, 50.6% lived with their family and
2.5% lived with others. The most common form of housing was a private residence
owned/purchasing (75%). Other major categories included a) private residence – public rental
(8.8%), b) private residence – private rental (5.9%) and c) an independent living unit within a
retirement village (7.2%). In this sample, which includes initial details for applicants on all
assessment pathways, 8.5% of applicants indicated they had concerns with their current living
arrangements. These concerns were mainly over safety issues such as falls risk or access
problems and the need for home modification. Other issues concerned the capacity of the client to
continue to manage at home. Some applicants also found their house too large to manage and
wanted to move into smaller accommodation such as a unit within a retirement village.

Page 42

Final Project Report: Validation and Field Trials for Aged Care Assessment

Centre for Health Service Development

Two major themes are evident in the responses to the question concerning what the applicant
hopes will change if they receive the requested service(s). One theme concerned becoming more
independent or maintaining independence and being able to manage more effectively and safely
while remaining at home. Another major theme was concerned with relieving carer or family
burden and family concerns about the safety of the elderly family member.
The key issues triggering contact were concerns about increasing frailty (40.2%), acute medical
condition (17.1%), carer burden/issues (18.3%), hospital discharge (19.2%) and falls (11.6%).
The question concerning how long the applicants had experienced the circumstances that
triggered their contact indicated that for 56.7% of the sample there had been a gradual increase in
their needs over time. The other major response category endorsed was that it was since a recent
acute/illness or event (25.5%) and only 4% of applicants indicated that it was associated with a
long term disability.
The major goal of care for applicants was to maintain their current level of independence and
function (43.3%). Twenty-six per cent of clients indicated that their goal of care was to improve
their current level of function and independence; 18.3% wished to reduce the rate of decline in
their independence and function and 12.4% wished to improve their function and independence
after a recent acute episode/event. For applicants who were already receiving services the
proportion of applicants selecting each goal was similar (Chi Square = 0.91, df 3, p > 0.05).
However, assessors reported that some applicants did not clearly understand this question and
the differences between the response categories could be considered to be subtle. For those from
other cultures it was reported that the concepts were difficult to translate. It is the view of the
project team that this item should be modified.

8.6

Analyses of Data Concerning Function

The following analyses are based on data for 1,589 registrations that were in the system as of the
evening of 28th June 2013. Of these cases, 1,041 applicants were allocated to a pathway that
required the assessment of function (One Service Only – Randomized to Functional Assessment
or the Standard Assessment for Services Pathway). For 19 clients in the functional assessment
file there was little assessment data which indicated these clients had been registered but no or
little assessment data had been collected which left an effective sample of 1022 persons. For this
sample of 1,022 persons there are 11 cases with at least one major missing data element (e.g. a
Functional Profile score) and this number represents 1.0% of the data for these pathways.
Reasons for missing data can include that the applicant has not answered the question, the
assessor may not have asked the question or the assessor may have failed to enter the data into
the system. This degree of missing data (below 5%) is considered to be low.
For cases where only one item of data was missing, forming part of a scale score, horizontal mean
imputation (e.g. the mean of all other items contributing to the scale) was undertaken for most of
these items but this applied to less than 5% of this sample (Hawthorne et al., 2005). For the
assessor rated item concerning behavioural problems (FP09) a score of 2, = not answered, was
entered for cases where data for this item was missing.
For the analyses of function the classification of Level of Assessment for all cases was checked .
It was found in a number of cases there were some issues with the computer generated pathway
classifications and assessor generated changes of pathway and these issues needed to be
rectified. The main issues are outlined below.
There were a small number errors detected in the web system calculation of scale scores. If a
case had missing data for any items within a ‘scale’ the web platform generated a scale score
which did not take account of the missing data. In some cases this could trigger an unnecessary
change of pathway (e.g. if the ADL score was erroneously low). All scale score calculations were
checked in SPSS and Level of Assessment and/or pathway adjusted where necessary.
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Assessors changed a number people on the Standard Level 1 Pathway to the OSO-FA Pathway
for the completion of the Action Plan. This change was unnecessary and could be considered an
assessor error. It had the potential to confound any OSO Pathway analysis. These cases are
classified as Standard Level 1 in the analyses of function provided below.
An error in syntax for a trigger within the web system was automatically reclassifying some OSOFA cases with moderate function to Level 2 unnecessarily. Each of these applicants total data
record was examined to see if these cases triggered any profiles and if so whether any profiles
were completed. If not they were returned to their original OSO FA pathway classification.
The web-system was classifying an applicant as Level 2 if any profile was triggered. It was found
that a number of these applicants did not complete any profiles and if no profiles were completed
the applicant was reclassified as a Level 1 assessment as no Level 2 assessment had been
completed.
Although the web system automatically detects a triggered change of pathway to Level 3 (e.g. if
the ADL score is low or the assessor changes the pathway to Level 3) it does not pick up cases
where a Level 3 referral has been made in the Level 1 or Level 2 Action Plan as no actual change
of pathway has occurred. If the Action Plan data indicated that a referral to a Level 3 agency had
occurred these applicants were reclassified as ‘referred to Level 3’ for the following analyses.
While the above has meant that there are some differences in pathway figures to the web system
generated classifications used for the time analysis, the case ‘inclusion’ rules for the time analyses
address most of these issues. These issues would have no or a minimal effect on the time
analysis but do need to be addressed in the analyses of function and case classification.
8.6.1 Functional Profile IADL Sub-total Scores
The Functional Profile IADL items in the assessment tool include housework, getting to places,
shopping, managing medication and managing finances. For each of these items the scores are
recorded as follows:
1 = dependent;
2 = needs help; and
3 = independent.
The maximum score that can be achieved on these items is a total of 15.
Table 13 below presents the mean scores for these items and it can be seen that the means are
lowest for the housework, getting places and shopping items which indicates that a greater
proportion of the sample required some help or were unable to do these tasks. Frequency
analysis of these items indicated that only 13.9% were independent with regard to housework,
29.5% were independent for shopping and 31.6% were independent for getting places. By
comparison 69% were independent with their medicine management and 67% of the sample
considered they were independent with regard to money management.
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Table 13

Item M eans for IADL Function
N

Mean

Std. Deviation

Housework

1020

2.01

.54

Getting places

1016

2.29

.51

Shopping

1016

2.17

.62

Med manage

1014

2.67

.54

Money manage

1014

2.62

.59

Table 14 below examines these IADL scores by State. With an overall mean score of 11.76; the
results confirm that these applicants require help on a few of these items (e.g. mainly housework,
getting places or shopping).
The Analysis of Variance indicates a significant interaction (F = 13.44; df 3, 1009, p< 0.00) of IADL
function scores by State. Post hoc comparisons showed there were significant differences
between the IADL scores for the SA trial site as compared with those for the NSW and Tasmanian
sites. However, the differences are subtle and, as discussed earlier, may reflect the fact that the
SA trial site is the ACAT triage point and has a higher mean age of applicants as compared with
the trial sites in other States.
Table 14

Functional Profile IADL Sub-Total by State
% of Total

State

Mean

N

Std. Deviation

Minimum

Maximum

Sum

Vic

11.63

211

2.73

5.00

15.00

20.6%

SA

11.18

274

2.05

5.00

15.00

25.7%

NSW

11.97

289

1.87

6.00

15.00

29.0%

Tas

12.29

239

1.74

5.00

15.00

24.7%

Total

11.76

1013

2.14

5.00

15.00

100.0%

8.6.2 Function Profile Total Scores
The Functional Profile includes nine items in the assessment tool. A maximum total score that can
be achieved on the Functional Profile Scale is 27 and the minimum score possible is 9. The
additional 4 items include questions on walking and bathing (ADL) and 2 assessor rated items
concerning whether the applicant appears to have memory problems or confusion or has
behavioural problems.
These results show an overall mean of 22.37 indicating that the majority of applicants could be
described as having moderate to good function on this scale. Frequency analyses of the
Functional Profile items indicated that the percentage of applicants that required help or were
dependent on these IADL tasks was 85% for house work, 68.5% for getting to places 70.5%
shopping, 30% for medicine management and 32% for financial management. With regard to ADL
items 43% required at least some assistance with walking and 35% required assistance with
bathing. Assessors considered 23% of the applicants showed signs of memory problems or
confusion and rated 5% of the applicants as having behavioural issues. The Functional Profile
mean scores are depicted in Table 15 below.
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Table 15
State

Functional Profile Total Scores by State

Mean

N

Std. Deviation

Minimum

Maximum

% of Total Sum

Vic

22.45

211

3.94

12

27

20.9%

SA

21.24

273

3.31

10

27

25.6%

NSW

22.67

289

3.08

12

27

29.0%

Tas

23.23

238

2.78

12

27

24.5%

Total

22.37

1011

3.35

10

27

100.0%

The Analysis of Variance indicated there were differences between the States with regard to
Functional Profile Total Scores (F= 17.21, df 3, 1007; p< 0.00). For example the SA sample has a
lower mean score than all other States (p<0.05) but this may be a function of differences in the
age of the samples, (increasing age may be associated with functional decline) across the States
as can be seen from Table 16 below (F = 28.50 df 3, 1370; p< 0.00). It may be that as the SA trial
site acts as a central triage point for ACAT assessment (which is not the case for the other sites)
that this is reflected in the higher average age of their applicants. Conversely, as the Tasmanian
site does not usually refer to ACAT services directly, this may be reflected in the younger age of
their applicants.
Table 16
State

Average age of Applicants by State
Mean

N

Std. Deviation

Minimum

Maximum

% of Total Sum

Vic

78.79

257

7.36

50

94

18.7%

SA

81.73

413

7.25

64

97

31.2%

NSW

77.92

366

8.25

21

98

26.4%

Tas

76.02

338

11.27

26

98

23.7%

Total

78.76

1374

8.94

21

98

100.0%

8.6.3 Functional Profile Scores by Functional Group
In the Assessment Tool people are classified as High/Medium/ Low Function based on a set of
rules that relate to the overall Functional Profile score and scores for particular items. The
analysis of the total Functional Profile scores by Functional Group indicates there are clear
differences between these groups and so this grouping appears to be working appropriately (F =
617.15;.df 2, 1008; p < 0.00). However, this data suggests that 32.6% of applicants could be
classified as having High Function (Table 17). Most of the high function group are on the OSO or
Standard Level 1 Assessment Pathways (77%) and most are requiring only one service.
Frequency analysis also indicates there are 7.7% of clients scoring at the ceiling of this scale
(score = 27) which indicates they have no problems with basic IADL and ADL function. For these
clients 82.3% are on either the Standard Level 1 or One Service Only pathways.
The mean score for those in the low functional group is quite low (the floor of the scale is a score
of 9 = totally dependent on all tasks with cognitive and behavioural problems) and indicates these
people are dependent on a number of basic tasks and require help on most others tasks. With
only 3.3% of cases classified as ‘low’ function it is felt that the original classification scheme used
in Table 17 actually misclassifies a number of people with low function as ‘moderate’ and we have
tested some alternate classification systems that can be seen in Table 18 and Table 19 below.
For the Table 18 classification the applicant is classified as ‘low’ if they score 16 or less or scores
less than 4 to the ADL items concerning walking and bathing. The alternative three level
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classification assigns more clients to the ‘low’ group (5.9%) which we feel is warranted given the
high level of dependency reflected in these scores and the differences between the groups for this
classification are even more marked than for the original classification (F = 998.87; df 2, 1008, p <
0.000). The data suggests a Functional Profile score of 16 or less warrants a flag for an
immediate referral to Level 3 assessment as it is likely that these applicants will require a package
of services. A recent analysis of the function data for the total sample indicated that the average
Functional Profile mean score for those who were ultimately referred to Level 3 was 18.63 (see
Table 21).
Figure 2

Distribution of Functional Profile Total Scores

Table 17

FP Total Scores by Functional Group

Original

Mean

N

Std. Deviation Minimum

Maximum

% of Total Sum

Low function

15.75

48

2.96

10

21

3.3%

Moderate function

21.37

678

2.55

15

26

64.1%

High function

25.86

285

1.02

21

27

32.6%

Total

22.37

1011

3.35

10

27

100.0%

Table 18
FP Total Scores by the Alternative 3 - Level Functional Group
Classification
Alternative

Mean

N

Std. Deviation

Minimum

Maximum

% of Total Sum

Low function

15.72

85

2.25

10

21

5.9%

Moderate function

21.69

641

2.21

17

25

61.5%

High function

25.87

285

1.01

21

27

32.6%

Total

22.37

1011

3.36

10

27

100.0%

A four level functional group classification system was also explored. One of the problems with
the preceding classification systems is that ‘moderate’ function is defined as the absence of high
or low function and yet this is group is by far the largest in the sample and it spans a very large
range of function scores. It was also noticed that some people classified as having moderate to
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high function on the previous classifications were rated by assessors as having signs of cognitive
decline which may be an important risk factor to consider when classifying cases. Following an
examination of the histogram for the original functional profile scores (Figure 2) below we
classified the functional scores into 4 groups as can be seen in Table 19.
The histogram of the original Functional Profile score shows that there is a long tail in the
distribution below the mean reflecting the scores of people with low function and moderate to low
function. There is a large cluster of cases around and just above the mean and there is another
group of cases with scores of 25 and over. Following consideration of the histogram data a four –
level classification system was explored.
The four level classification model contains the following groups:
§
§
§
§

Low Function
Moderately Low Function
Medium to High Function
High Function.

This classification is based on a Functional Profile Total Score which excludes the item (FP09)
concerning signs of behavioural disturbance as it was found this item had higher levels of missing
data and was difficult for the assessor to rate from a telephone interview. Assessor’s only rated
5% of applicants as having behavioural issues and thus this item was not particularly sensitive to
differences between applicants. In viewing Table 19 below it is noted the maximum score for the 8
Question Functional Profile would be 24 and the minimum would be a score of 8. It is also noted
that to be classified as High Function in this 4-level classification the applicant needs to have a
high function score, no ADL issues, and the assessor must have rated the applicant as having
shown no signs of memory loss or confusion.
Table 19

A Four-Level Functional Profile Grouping

4 Levels of Function

Mean

N

Std. Deviation

Minimum

Maximum

% of Total Sum

Low Function

13.33

94

1.88

9.00

18.00

6.4%

Moderately Low Function

16.99

277

1.44

15.00

22.00

23.9%

Medium to High Function

20.31

367

0.95

18.50

22.00

37.8%

High Function

23.02

273

0.76

21.50

24.00

31.9%

19.4832 1011

3.20036

9.00

24.00

100.0%

Total

The analysis of variance indicated there was an even more highly significant interaction between
the new Functional Profile Total Score (8 Questions) and the 4-level classification system
proposed (F =2173.45; df 3,1007; p < 0.000). This advantage of this classification is that it
differentiates better between levels of moderate function which applies to the majority of the
applicants. One suspects that most people classified as Low Function may be referred for Level 3
Assessment or may require review to see if this is currently required. Membership of the
Moderately Low Function Group might serve as an indicator that a Level 2 Assessment is currently
required and Level 3 Assessment may also be required in the more recent future. Thus a more
frequent period of re-assessment might be appropriate for these applicants. For applicants in the
Moderate to High and High Function groups the indication is that their needs may be relatively low
and their function is good and thus a less frequent interval for re-assessment may be required. As
this Functional Profile Grouping was found to be the most sensitive to differences between
applicants it was used for the later generic classification analyses.
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8.6.4 Functional Profile by Assessm ent Pathway
In an earlier report it was noted that applicants who were assigned and remained on the OSO
pathway (randomization study) had significantly higher Functional Profile scores (Mean = 24.49, N
= 112) than those undertaking the Standard Assessment for Services pathway (Mean 21.60, N =
388). However, this did not take account of the fact that the majority of the applicants (65%) on
the Standard Assessment for Services Pathway were ultimately classified as requiring a Standard
Level 2 Assessment. Now that there is more robust data available the following analysis examines
the means for the Functional Profile means for the OSO-FA pathway in comparison to both
Standard Level 1 and Standard Level 2 Assessment pathways (see Table 20 below).
Table 20
Level of Function

Functional Profile m ean scores by Assessm ent Pathway
Mean

N

Std. Deviation

Minimum

Maximum

% of Total Sum

Level 1

24.03

266

2.29

16.0

27.0

28.3%

Level 2

20.82

511

3.34

10.0

27.0

47.0%

OSO to L2/L3

20.41

44

2.66

14.0

25.0

4.0%

Remain OSO

24.68

190

2.09

16.0

27.0

20.7%

Total

22.37

1011

3.3514

10.0

27.0

100.0%

The analysis of variance (F = 128.54; df 3, 1007; p < 0.00) indicates there is an interaction
between function scores and the assessment pathway. When the initial Standard Assessment for
Services Pathway is broken down into those requiring Level 1 or Level 2 assessment it can be
seen there is a substantial difference in the mean Functional Profile scores between those
remaining on the OSO pathway as well as those on the Standard Level 1 Pathway with those on
the Level 2 Assessment Pathway (p < 0.05). There is no significant difference (p > 0.05) in mean
Functional Profile scores between those remaining on the OSO pathway and the Standard Level 1
Assessment Pathway reflecting a similar level of function for these groups although there is a
trend (p < 0.10) indicating a slightly higher mean score for the OSO pathway. Those changing
from the OSO pathway to Standard Assessment had a similar mean score to those on the Level 2
Pathway.
For the 18.8% of applicants that were on the OSO pathway, who were then changed to a Standard
Assessment Pathway by the assessor, the mean Functional Profile score is similar to those on the
Standard Level 2 Pathway as most of these applicants were identified as requiring a Level 2
Assessment.
Given the relatively high level of function reported for those on the One Service Only (OSO)
pathway (mean 24.68 out of a possible score of 27) it is suggested that the shorter OSO
assessment strategy is viable as the data suggests it is appropriate for the 81.2% of these
applicants that remained on this pathway. The data also suggests that if the Functional Profile is
not given to OSO applicants that 18.8% of this group might receive a lower number of services
than they may initially need. However, as assessment for services is an ongoing process,
applicants have the opportunity to access further services if the service provided does not meet
their needs or if it is identified by the service provider that the client’s needs are greater than they
have identified. With regard to the design of the Assessment Tool the choice is between giving
81.2% of this group a full functional assessment when they may not need it as against the
potential failure to recognise the need for additional services for 18.8% of this group of applicants.
However, if the One Service Only strategy is retained there needs to be an option within the
Assessment Tool to continue further into the assessment if the assessor suspects the need for
services is greater than the applicant has identified. Some of the suggestions for changes to the
Assessment Tool, such as including some earlier screening items for function and health
conditions, are designed to make the initial judgement concerning the assessment pathway more
informed (which may help to capture this 18.8% of OSO cases).
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The following table (Table 21) shows the distribution of applicants by assessment level at the end
of the study and shows the Functional Profile mean score and proportion of applicants that are
being referred to a Level 3 Assessment Agency. It should be noted that as most of these
applicants were originally on the Level 2 Assessment Agency the Level 2 mean now reflects the
average for those that remained at Level 2 rather than for the Level 2 group overall. There are
7.7% of those that were assessed for function that are referred to a Level 3 Assessment Agency.
This of course does not include Fast Track applicants that did not receive a functional assessment.
At the end of the study there were 74 applicants that had remained on the Fast Track pathway so
the combined figures suggest that approximately 12% of the total sample were referred to a Level
3 Assessment Agency. In terms of those that receive a functional assessment approximately
51.5% of this sample contained Level 2 applicants and 48.5% were receiving a Level 1
Assessment (OSO and Standard Level 1 pathways).
The mean Functional Profile Score for those that were referred to a Level 3 Assessment Agency
was significantly lower than for all other assessment groups (p < 0.05).
Table 21

Functional Profile m ean scores by Assessm ent Levels

Level

Mean

N

Std. Deviation

Minimum

Maximum

% of Total Sum

Level 1

24.07

260

2.29

16.0

27.0

27.7%

Level 2

21.31

425

3.05

12.0

27.0

40.0%

OSO to Level 2

20.52

42

2.66

14.0

25.0

3.8%

Remained on OSO

24.68

190

2.09

16.0

27.0

20.7%

To Level 3

18.63

94

3.61

10.0

27.0

7.7%

Total

22.37

1011

3.35

10.0

27.0

100.0%

Although separate assessment pathways were necessary to answer questions pertaining to the
‘trial’ phase the current thinking is to view assessment as one pathway with alternative ‘exits
points’ for applicants who don’t need to progress to a Level 2 Assessment or who are being ‘Fast
Tracked’ to a Level 3 Assessment Agency. It is thought this has the potential to streamline the
assessment system.
Change of pathways analyses, such as those outlined above, can only be undertaken when
adequate data is provided concerning the changes of pathway in all data downloads from the web
system. From the earlier data downloads from the web system the project team could only identify
that a change of pathway had occurred but it was impossible to determine the direction of the
change. As a result we requested further information concerning the changes of pathway from
Treonic and this file, arriving at the conclusion of the trial, has clarified this issue. In view of this
we strongly recommend that if separate assessment pathways are used (as was the case for the
trial) change of pathway data needs to be more clearly identified in system downloads. Given the
difficulties inherent in tracking changes of pathway a simplified approach using one assessment
pathway with multiple exits points is strongly recommended.
8.6.5 Additional ADL Assessm ent
The ADL Assessment contains four items from the Barthel Index concerning dressing, feeding,
transfer and toilet use (Mahoney and Barthel, 1965). The maximum score is 13 and the minimum
score is 4. The ADL profile is triggered if the score for the ADL items in the Functional Profile
indicates that they need some assistance with either walking or bathing. Frequency analysis
indicated of the 536 (out of 1022) applicants whose responses triggered the ADL questions, 50.4%
required some help or were dependent with regard to dressing, only 15.5% required assistance
with feeding, 49% required some help with transfers and 24.4% required assistance with toileting.
The ADL total score ranged from 4-13, the mean score was 11.42 which suggest that most clients
would require minor assistance on 2 of the ADL tasks or major assistance on 1 task.
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However, it was found that 30.5% of the applicants scored at the ceiling of the scale which
indicated no problems with these other ADL tasks, although 69% of these applicants had a
broader range of deficits. That such a substantial proportion of the applicants scored at the ceiling
of the scale suggest this trigger for the ADL assessment could be refined to exclude such cases.
It is suggested that in future this trigger is changed to a score of 4 or less for the sum of items
FP06 and FP07 rather than just a score of less than three on either item. It is also noted there
were 28 applicants who were given an ADL assessment when it was not triggered and these
cases were excluded from the above analyses.
The item FP11 indicates whether an ADL profile has been triggered or not (e.g. they scored less
than 3 on either the walking and bathing items in the Functional Profile) and as would be expected
the Functional Profile Total scores are significantly lower (p < 0.00) for those who require an
additional ADL assessment (Table 22).
Table 22

Functional Profile m ean scores by triggered ADL assessm ent

ADL Trigger

Mean

N

Std. Deviation

Minimum

Maximum

% of Total Sum

ADL not triggered

24.52

460

2.22

16

27

50.3%

ADL triggered

20.52

543

3.07

10

26

49.7%

Total

22.36

1003

3.36

10

27

100.0%

8.6.6 Trigger Item s
There are 7 trigger items where a particular score on the item will trigger a referral for Level 2
Assessment using the appropriate profile. The trigger items for the profiles are discussed below.
Health Profile Trigger Item (TR01)

Seven hundred and eighty-six people answered this question (note that most of those on the OSO
pathway randomized to function would not receive this question). This question asks how much
their health has affected the applicants’ normal activities and if the response is either ‘Moderately’
or ‘A Great Deal’ these applicants are directed to a Level 2 Assessment and receive the Health
Profile. It can be seen in Table 23 below; approximately 76% (N = 597) of those on the Standard
Assessment Pathway triggered a Level 2 Health Profile Assessment. Thus it is clear that most
applicants undertaking a Standard Assessment have a significant health issue. However, it is
thought this item may be somewhat insensitive with regard to identifying those with more major
health conditions who are those most in need of receiving a Health Profile assessment.
It is noted that there is only partial completion of the Health Profile for 16% of cases and of this
subgroup 35% have only one health condition. The global rating of health status question in the
Health Profile also indicates that 20.7% of applicants consider their health as good or very good
and one might suspect that these applicants may not require the Health Profile even if one has
been triggered. Possibly some assessors may have decided not to proceed further with the
assessment for some applicants as the profile may have been considered unnecessary.
Alternatively, it could be that some assessors did not realise there were additional screens to be
completed for this profile although it was clear within the web platform that there were further
screens.
Although 596 applicants triggered the Health Profile the profile was only undertaken by 472
applicants. Of this group the profile was only triggered for 459 applicants and 13 applicants
completed the profile when it was not triggered.
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Table 23

Responses to the Health Profile Trigger Item (TR01)
Frequency

Valid

Per cent

Valid Per cent

Cumulative Per cent

A great deal

254

24.4

32.3

32.3

Moderately

343

32.9

43.6

76.0

Slightly

133

12.8

16.9

92.9

56

5.4

7.1

100.0

786

75.5

100.0

1041

100.0

Not at all
Total
Total

Psychosocial Profile Trigger Item

This question asks how often, during the past 4 weeks the applicant felt very nervous, down or
lonely, and/or needed someone to talk to. This question was asked of 747 applicants on the
Standard Assessment Pathway and 28.5% (N = 213) of applicants responded with either ‘Some of
the Time’ or ‘Most of the Time’ which would trigger a Level 2 Psychosocial Profile. Although the
profile was triggered for 211 persons there was a sample of 325 applicants that ultimately
completed part or all of the Psychosocial Profile. Of this group the assessment was only triggered
for 169 applicants. This indicates that there were 42 applicants that triggered the Psychosocial
Profile who did not undertake it as part of their Level 2 assessment.
Table 24

Responses to the Psychosocial Profile Trigger Item
Frequency

Valid

Total

Per cent

Valid Per cent

Cumulative Per cent

most of the time

54

5.3

7.2

7.2

Some of the time

159

15.6

21.3

28.5

occasionally

104

10.2

13.9

42.4

not at all

230

22.5

30.8

73.2

not sure

200

19.6

26.8

100.0

Total

747

71.8

100.0

1041

100.0

Dementia Profile Trigger Item

The Assessment Tool includes an assessor rated trigger question which asks whether the
applicant needs help with money management, medication management and whether there is
evidence of cognitive decline. Assessors judged that of the 765 applicants completing a functional
assessment that 22.1% (N = 169) of applicants should be assessed by the Dementia Profile. The
Dementia Profile was actually completed for 125 applicants.
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Carer Profile Trigger Items

Trigger TR03 asks whether the applicant needs a carer (cannot be left alone/can be left alone for
some of the time/no carer is required). Fifty-three per cent of applicants (408 of 771 clients) could
not be left alone for all or some of the time and thus needed a carer, and 47% (363) did not require
a carer.
TR04 asks whether the applicant has a carer (has a carer/ has no carer/no carer required/ not
applicable) and 53% of the sample had a carer. Of interest is that of the 408 applicants identified
as needing a carer, there were 56 applicants (13.73% of this group) who did not have one, which
may represent a high risk group.
The Carer Profile was triggered for 352 (86%) of the 408 applicants who had a carer (TR04) but
couldn’t be left alone for all or some of the time (TR03). The Carer Profile was actually completed
by 240 people for whom this profile was triggered.
Care Applicant as Carer Profile Trigger Item

Trigger TR06 asks whether the care applicant is currently caring for someone else. There were
7.7% (60 of 775 clients) indicated that they were caring for someone else. Sixty-six per cent of
these carers were classified as only having ‘moderate function’ themselves. The profile was
completed by 36 applicants for whom the profile was triggered.
Financial and Legal Profile Trigger Item

Trigger TR05 originally asked whether the referral was related, at least in part, to a financial or
legal situation. After 2 weeks of data collection assessors were asked to interpret this trigger
question more broadly (Assessor does the applicant have any financial or legal issues that may
affect services) as at that time only 1 out of 164 persons completing this trigger question endorsed
it and thus would impinge little on data analysis. This trigger item was only endorsed for 12 out of
779 applicants (1.5%) and of these 9 received the profile assessment. However, this profile has
actually been completed for many more applicants (N = 240) although it was not triggered for 231
of these applicants. This may suggest that assessors are identifying an issue which may suggest
to them the profile should be completed and it is noted the profile contains two questions
concerning decision making which assessors indicated were important. Clearly a better trigger
item for this profile needs to be developed or alternatively it may be better to move the decision
making questions to the Health Profile section.

8.7

Level 2 Assessment

For all profiles we have used the final trial data from the 28th June 2013. The sections below
discuss the data derived from these profiles. At the end of this section an analysis of the time
undertaken to complete these profiles is also presented.
8.7.1 Health Profile
The Health Profile was completed by 495 applicants on the Level 2 Pathway as of 28th June 2013.
Thirty-four of these cases did not meet the trigger requirements to undertake the Health Profile.
To the question T01 ‘how much did health issues affect your normal activities’ a response of
‘moderately’ or ‘a great deal’ is required to activate the Health Profile trigger. Twenty-one of these
34 applicants (62%) had indicated that health issues affected them only ‘slightly’ or ‘not at all’.
This oddity may reflect the assessor’s decision that the profile is required despite it not being
triggered and there is some evidence to support this for some of these cases (e.g. the response to
self – rated health) but in other cases it appears they have given the profile to some applicants
with high function scores, no trigger active and a low number of health conditions. In some way
this is surprising as the web platform clearly indicates to the assessor which profiles are required
(green button) and which profiles are not (red button). After an examination of the self-rated health
item, 22/34 of these cases were excluded as it was indicated they had ‘good’ or ‘very good health’.
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The average number of health conditions for those undertaking the Health Profile was 3.74 health
conditions (range 1 -12). In this sample 68.5% of applicants had two or more health conditions.
Although this is a crude count measure it does reflect that the majority of applicants in this group
have multiple health conditions.
As expected, no applicant self-rated their health status as ‘excellent’. However, 2.4% indicated
their health was ‘very good’ and 14% indicated their health was ‘good’. One suspects such
applicants may not require a Health Profile assessment. It also raises the issue as to whether this
question may be a more discriminating trigger item than the existing trigger item for this profile.
Overall 83% of applicants who undertook the Health Profile indicated their health was fair or poor
as might be expected for a sample of this type.
Nearly a quarter of the total sample (23%) indicated they had a long term disabling condition and
for those endorsing this question the most common disabilities were physical (35.5%), hearing
(13%), vision (13%) and acquired brain injury (9%). Of this subgroup 8% of applicants indicated
they had another disability other than those listed.
Up to this point in the Health Profile the levels of missing data were around 5% or lower. Beyond
this point it was identified that there were 78 applicants that have only partially completed this
profile. The Health Profile, due to its length, was broken into 4 separate screens on the web
platform and the ‘partial completers’ only completed the first component/screen. This could be an
assessor training issue but an analysis indicates that 34% of these ‘partial completers’ only have
one health condition and it may be that sometimes assessors may have decided that continuation
was unnecessary. However, for all the following items it should be noted that responses from the
‘partial completers’ are of course missing.
In the sample of applicants who completed the Health Profile 98% of applicants indicated they
were taking prescribed medication. Of those that were taking prescribed medication 38% were
using a Webster pack or similar device to manage medication. Assessors rated 70% of this subgroup as being reliable with medication management but rated 31% of applicants as being slightly
unreliable (14.1%), moderately unreliable (7.2%) or extremely unreliable (8.9%) with their
medication management. However, assessors considered overall that 90.5% of these applicants
could manage medication with current supports.
The majority of this sample (74.5%) reported experiencing moderate to very severe pain and
25.5% of applicants’ reported ‘no’ or ‘very mild’ pain. Pain management is clearly an important
issue for this group of applicants and has implications for how well they can manage their
everyday tasks. Difficulties with sleep were reported for 32.3% of applicants.
Overall 40% of applicants reported experiencing two or more falls in the past 12 months. Of this
group 64% indicated they were afraid of falling ‘sometimes’ or ‘often. A foot problem that affected
mobility was reported by 31.5% of the applicants.
In response to the question concerning difficulty with vision (even with glasses) 30.7% of this
sample reported such difficulties.
Approximately 8% of the sample experience problems with swallowing. Eighteen per cent of the
Health Profile sample has reported losing weight for no reason in the past 3 months and the
assessor has rated 19.3% of applicants as having nutritional concerns. Oral health problems were
reported by 11% of applicants.
Skin problems were experienced by 13% of all applicants, but only 9% of the total sample
indicated these were being treated. Of this group of applicants with skin problems 20% reported
‘other skin tears or lesions’ as the most common concern followed by issues related to the healing
of a surgical wound (12%). Pressure ulcers were reported by 5% of applicants with a skin
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condition and other skin ulcers were reported for 5% of these applicants. In this group 58%
reported ‘other skin problems’ and the main issue of concern may be dry skin.
With regard to the issue of incontinence 18.6% of applicants reported urinary incontinence and 4%
reported faecal incontinence. Approximately 2/3 of the group reporting urinary incontinence were
female but for faecal incontinence only 50% of this group were female. For those reporting urinary
incontinence the problem was sufficiently severe to warrant referral for 88% of these applicants.
There were 5% of applicants that reported other bowel or bladder problems other than
incontinence.
Thirty-one per cent of the applicants have indicated their house requires modification. Assessors
rated 29.7% of applicant’s housing as requiring home modifications. The assessors are of the
view that the provision of additional aids and equipment is required for 30% of the applicants and
that 53.4% of applicants will have the capacity to become more independent if provided with
appropriate services or resources.
The questions concerning other lifestyle factors indicated that only 7% of applicants had risky
drinking patterns (6+ drinks on one occasion, weekly or daily) and only 8.6% of the applicants
were smokers. Of those that were smokers 25% preferred to remain a smoker.
Overall the mean for the functional profile for this group of applicants was 21.44. This is similar to
the mean of those undertaking any Level 2 Assessment (21.31).
In conclusion it can be seen that applicants that complete the Health Profile have a diverse range
of health needs but the main areas that affected a greater proportion of applicants were pain,
difficulties with sleep, falls and incontinence. A significant proportion of applicants required home
modifications or the provision of aids and equipment to enhance their independence.
Assessor feedback has indicated the Health Profile should be shortened and these findings
suggest that the Health Profile could be shortened by omitting questions in areas of low
endorsement such as difficulty with swallowing, skin problems, oral health and lifestyle factors. It
may be better if these issues are addressed, instead, at the Level 3 Assessment. Some
questions, such as those about health conditions, could be improved by the inclusion of drop down
boxes to help save assessor time. It is our view that the current health trigger item for this profile
is overly inclusive and we suggest this trigger is replaced by the item on self-rated health which
appears to discriminate more effectively between those with minor and major health conditions.
8.7.2 Psychosocial Profile
This analysis is based on data available as of 28th June 2013. The file contained data for 325
applicants but for 12 cases there were less than 3 questions answered and there was 1 case
where there was no data entered. There are only 169 assessments that should have been
triggered by the business rules. A quick check of cases that had data for the profile, but where the
profile had not been triggered, suggested there were differences in key variables compared to
those who had the profile triggered. Thus the inclusion of these cases would substantially skew
the data. As a result the following analyses report on the 169 cases in the data set for which the
trigger applied and excludes data for 156 assessments where the Psychosocial Profile was not
triggered.
In the evaluation sessions with the Sites it became evident that these additional non –triggered
profile assessments were a function of a ‘next’ button available at the end of each profile which
then took the assessor to the next profile rather than returning them to the main screen so they
could remind themselves which profiles had been triggered for the applicant (e.g. if they used the
save and close button as intended and instructed). Once in the next profile the assessors then
completed the profile whether it was required or not. This issue has been identified as a
necessary revision of the Assessment Tool.
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Over half this sample of applicants who triggered the Psychosocial Profile (62%) indicated they
had recently experienced one or more major stressful events in the past 6 months. The major
stressors were severe illness, falls and bereavements.
During the past 4 weeks help was available as much wanted for 37% of these applicants and 27%
indicated they received ‘quite a bit’ of help. Some applicants received help ‘sometimes’ when they
needed it (20%); others received needed help ‘a little of the time’ (10%) and 5% of applicants
received no needed help at all. The following, more general, question also asks whether
applicants have enough people to help them and 78 % indicated this was the case and 22%
indicated they did not have enough people to help them. These questions appear to derive fairly
similar data so it is suggested that this latter question is deleted.
With regard to the issue of loneliness only 21% of these applicants indicated they were ‘never
lonely’ and 66% indicated they were ‘sometimes lonely’, 11% were ‘often lonely’ and 2% were
‘always lonely’. Seventy-eight percent of this sample indicated they were interested in finding out
about social support groups.
For the Kessler 10 Anxiety and Depression Scale a scale score could only be calculated for 39%
of applicants who completed the profile. K10 data was completed for 49% of these NSW
applicants and 73% of Tasmanian applicants (but only 11 applicants actually undertook the
profile). The SA trial site indicated that most of their assessors were unwilling to ask the K10
questions but even so data was entered for 26% of their Psychosocial Profile applicants.
Relatively little K10 data was also entered for Victoria (30% of cases).
However, despite the issue above, the total scale score indicated that 21 people (32%) should be
referred to a primary care provider to assess their depression and anxiety and that another 12
applicants (18%) should be referred for a specialist mental health assessment. That 50% of these
applicants require some form of review would indicate that it is necessary to screen for anxiety and
depression. One approach could be to consider using the Brief Mental Health Inventory (Berwick
et al., 1991) which is another well validated, but shorter, measure. Alternatively 2 items could be
selected from the Kessler 10 (one for depression and one for anxiety) as decision tree items which
would only lead to assessment by the full scale if responses to these items indicated the client felt
nervous (PS09) or depressed (PS13) ‘some of the time’ or more. The latter strategy would require
further validation but there are highly significant correlations (p < 0.01) between the ‘Nervous’
(0.80) and the ‘So sad that nothing could cheer you up’ items (0.96) with the K10 Total Score
which lends some support to this strategy. A composite screening score formed from these 2
items had a correlation of 0.91 (p< 0.01) with the K10 Total Score.
For those applicants that had a K10 score of 16 or above only 39% of these applicants had spoken
to a counsellor or health professional about their feelings and thus 61% of such applicants needed
a referral.
Assessors indicated there had been a sudden change in mental state for 13.8% of applicants.
Assessors also considered that there was some evidence that the applicant had been abused,
mistreated and neglected in 2% of cases.
The assessor rated questions concerning family and personal relationships are optional but were
asked of the majority of clients (95% and 83% respectively). Assessors identified that 19% of
these applicants had considerable difficulty in maintaining friendships or had no friendships.
Feedback from the NSW site indicated it may be better to insert a question concerning social
isolation in preference to the question about friendships. Assessors identified that 6% of these
applicants had moderate problems living with others in the household.
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8.7.3 Financial and Legal Profile
As of the 28th June 2013 the Financial and Legal Profile was only triggered for 9 of the 240
applicants who undertook this profile. The results for this profile are discussed for the entire
sample as it may serve to provide a client snapshot for this domain.
With regard to employment status 88.7% of applicants were retired for age and 7% were retired for
disability and only 10 applicants chose any other employment category (4.3%). Only 4.1% of the
applicants wanted to undertake volunteer work.
Most applicants (69.2%) were making their own health decisions and a further 12% received
significant informal assistance. A Power of Attorney provision applied in 14% of cases, and 3% of
all applicants had an Advance Health Directive. There were 4 applicants (1.9%) where a person
responsible or a guardian made health decisions.
Most applicants (70.8%) made their own financial decisions, 11% received significant informal
assistance and for 12% of applicants a power of attorney provision applied. A formal financial
administrator or manager applied to 6.4% of applicants.
Assessors indicated that 72.6% of the applicants were capable of making their own decisions.
They judged 17% of applicants of not being capable about making their own decisions and were
‘unsure’ with regard to 11% of applicants.
With regard to having enough financial resources to meet emergencies most applicants (56.8%)
indicated they had adequate resources, 8.5% per cent indicated they did not and 34.7% were
unsure. For those that triggered the Financial and Legal Profile there were 37.5% of cases that
considered they did not have enough financial resources to meet emergencies.
Assessors indicated that 3.7% of applicants had financial and legal issues that may affect services
but they were ‘not sure’ with regard to 12.6% of applicants. For the small number of applicants
that triggered the profile (N = 9) financial and legal issues that may affect services were reported
for 33% of these applicants.
Assessors indicated that the client was subject to an order under the relevant state or territory in
1% of cases and they were not sure concerning 6.5% of applicants.
From the assessor feedback received the most important aspect of this profile appears to be the
questions concerning decision making and this may partly explain why assessors have initiated
this profile when it was not triggered. The trigger question is not effective in identifying people with
financial and legal issues. A suggestion for modification to the Assessment Tool is to include the
decision making items in either the Health Profile or in the Action Plan and to delete this profile.
This strategy was discussed with assessors during the site evaluation workshops and most
assessors were supportive of this strategy.
8.7.4 Carer Profile
By the Trial completion the two Carer Trigger questions had been asked of 782 people. There
were no responses received for 11 people. Table 25 shows the number of people responding to
these questions. Table 26 shows the percentage of people responding to these questions.
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Table 25

Responses to Carer Trigger Questions
Has Carer

Has No Carer

No carer required
or Not Applicable

Total

344

56

8

408

65

184

114

363

409

240

122

771

Needs Carer
Does Not Need
Carer
Total

Table 26

Percentage of responses to Carer Trigger Questions
Has Carer

Has No Carer

No carer required
or Not Applicable

Total

45%

7%

1%

53%

8%

24%

15%

47%

53%

31%

16%

100%

Needs Carer
Does Not Need
Carer
Total

As of 28 June 2013 the Carer Profile was triggered for 346 people who:
§
§

Had a carer, and
Needed a carer.

In total, 240 Carer Profiles were completed by those that triggered this profile. Not all questions
were answered by all people.
The age of the carers ranged from 28 to 94 with an average age of 69 years.
Under half (39%) of the respondents indicated that there were also other people who provided
care to them. Applicants indicated that over half of their primary carers (54%) had some-one to
help them
Most respondents (67%) indicated that the carer lived in the same residence as the applicant.
Half of the carers were the applicant’s spouse or partner (28% were wives or female partners, 20%
were husbands or male partners). Of the other half of this group almost two thirds (62.5%) were
daughters of the applicant.
About two fifths (42%) of the applicants’ carers had other responsibilities such as employment,
education, and other care responsibilities. Applicants/informants reported that 20% of the carers
received a Carer Payment or Allowance. Applicants/informants thought their carer had been given
information about available support services in 67% of cases and only 3.5% of applicants thought
their carers need practical training in lifting, managing medicine or other tasks. It is thought that
some of these questions concerning the carer’s requirements may be difficult for the applicant to
assess and should only be answered when the informant is the carer.
Current Risks to Carer Arrangements
The assessors considered that about almost half (47.5%) of the applicant’s carers may experience
difficulties because of the applicant’s increasing needs. Assessor’s reported that 35% of carers
had difficulties with emotional stress and strain, 24% may have difficulties due to their own
physical health deterioration and 16% may have difficulties due to their own acute physical
exhaustion or illness. Where the informant is the carer these judgements are straightforward for
the assessor to make but in cases where the applicant is the informant the rating by the assessor
must be more difficult to ascertain.
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Half of all respondents reported that carer arrangements were not sustainable without additional
services or support. Eight percent of applicants reported that care arrangements had already
broken down and 44 % reported that carer arrangements were likely to break down within months.
Assessors considered that about a third of carers (29%) needed a referral to a carer support
service.
Assessors judged that only a small number (10%) of carers needed an assessment as a care
recipient in their own right.
This profile shows that many care situations are at risk unless additional supports are provided.
Nearly one third of all carers were judged as needing support from carer support services. They
are facing difficulties primarily as the needs of the person for whom they are caring increase and
their own emotional stress and strain increases and health deteriorates.
8.7.5 Applicant as a Carer Profile
As with some of the other profiles more applicants have been assessed on this profile than the
business rule for the trigger item would suggest. However, it is also noted that there were 21
applicants that should have been given this triggered assessment that did not receive it. This
problem may be overcome in the future by inserting an alert in the system when a triggered profile
has not been completed.
The behaviour of assessors appears to be somewhat erratic with regard to this profile but it also
may relate to the wording of the trigger question and the interpretation of the trigger item by the
applicant. The question asks ‘Are you caring for another person?’ which could be ambiguous so
possibly it may be better to ask ‘Are you providing care for another person’ with potentially some
elaboration by the assessor. Partners may be providing care but may not perceive themselves as
a ‘carer’. With some of the applicants where the ‘trigger’ was not activated during the initial
functional assessment but they were later given this profile it may have been the case that the
assessor did not obtain information about the applicant’s caring role until further into the
assessment process.
As of the 28th June 2013 there was data for 160 cases for the Applicant as Carer profile but only
38 of these cases met the requirements for the Applicant as Carer Trigger question. However, the
first item in the Applicant as Carer Profile asks how many people the applicant is caring for and so
as not to exclude some cases that may have arrived at the profile by a different route (refer page
51), cases were retained if it was indicated that they were caring for someone even if the Applicant
as a Carer Profile had not been triggered. This resulted in a sample of 94 persons.
The average age of the Applicant Carers was 77.64 years. The average age of the persons cared
for was 77.15 years. The majority of Applicant Carers were female (57.4% for females and 42.6%
for males).
Nearly all applicants were only caring for one person. The person cared for was usually the
husband/ male partner or wife/female partner (59%) although a mother was cared for by 18% of
applicants and the father cared for by 2% of applicants. Children were cared for by 8.5% of
applicants. Twenty per cent of applicants indicated they were caring for persons with disabilities.
The assessor judged that the applicant’s caring role was at risk because of their own needs in
24% of cases and they were unsure with regard to 28% of the sample. .
8.7.6 Dem entia Profile
As with some of the other profiles more applicants have been assessed on this profile than the
business rule for the trigger item would suggest. As of June 28th 2013 there was data for 183
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applicants for the Dementia profile but only 103 of these cases met the requirements for the
Dementia Profile Trigger question. However, the first item in the Dementia Profile is actually a
repeat of the trigger question, and so as not to exclude some cases that may have arrived here by
a different route (see page 51), cases were retained if it was indicated that they were rated by the
assessor as showing evidence of cognitive decline on item D01 (N =20). There were 123 cases
retained for this data analysis and 60 cases were not included as they had not triggered the profile
and the assessor indicated they were no signs of dementia in their response to item D01.
As indicated above the Dementia trigger item and item D01 ask the assessor whether there is any
evidence of cognitive decline. For the earlier trigger item assessors rated that 84%of these
applicants showed evidence of cognitive decline and for the parallel item D01 in the profile the rate
was 100%.
Of these applicants there was a medical diagnosis of dementia in 43% (N = 52) of cases and the
year of diagnosis could be confirmed for 31 of these applicants. A cognitive assessment had been
undertaken for 71% of the diagnosed sub-group. This cognitive assessment had been undertaken
by the GP for 8 applicants; by specialist practitioners or services for 11 applicants, by
ACATs/ACAS for 7 applicants, and by other health or community services for 8 applicants. For
those clients that had already been assessed by ACATs (7 applicants) it is suspected these may
be people who have referred by ACATs to obtain basic services while they are awaiting a package
of services.
8.7.7 Level 2 Profiles: Tim e Analysis
As has been indicated in the previous sections there were a number of profiles completed for
applicants when these were not triggered and were not required. Thus these time analyses had to
address this issue. Also a time would be calculated by the system when an assessor entered a
profile even if this was in error and when no data was entered for the applicant. These values also
had to be discounted. As indicated earlier the first two weeks of time data from SA, using the
Firefox internet platform, had to be discounted as it produced extreme values due to an anomaly in
the way the platform calculated time. This issue was addressed by some further programming
during the trial but only data from SA after this issue was corrected was able to be included. Given
these issues the following steps were undertaken:
§
§
§
§
§

The SA data in the profile time data file was initially excluded.
Variables were prepared that indicated whether all, part, or none of the profile had been
completed for the applicant. Applicant time data was only included if a substantial proportion
of the items was completed.
An analysis of outliers (using the ‘explore’ command in SPSS) was undertaken to set upper
and lower limits for data inclusion. This excluded all SA data and cases with little or no data
capture. Outliers were then identified and excluded.
A ‘time-trim’ variable was created for each profile. This re-entered data from SA that was
within the limits set by the explore outlier analysis.
The ‘time-trim’ variable was analysed by the relevant trigger question for the profile.
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Table 27

Level 2 Profiles Tim e Estim ates
Level 2 Profiles: Time Estimates

	
  	
  

Mean

Standard
Deviation

Median

Percentile
25

Percentile
75

Valid N

Dementia Profile

0.38

0.32

0.24

0.12

0.55

59

Health Profile - 4 sections

4.96

3.07

3.73

2.79

6.32

156

Psychosocial Profile
Financial & Legal Profile
(all)

1.50

0.98

1.23

0.80

1.80

103

0.84

0.69

0.60

0.39

1.04

151

Carer Profile
CR as Carer Profile
(triggered)

2.25

1.25

1.96

1.19

3.03

156

0.82

1.13

0.46

0.32

0.84

20

CR as Carer Profile (all)

0.83

1.00

0.49

0.31

0.84

72

For the Dementia Profile time data was available for 81 cases but for 22 of these cases this profile
had not been triggered. For those for whom the profile was triggered the average time was 0.38
minutes (SD = 0.32, N = 59). This indicates that it takes approximately 23 seconds to complete
this short profile of 5 questions.
For the Health Profile there was time data available for 173 applicants that completed all four
sections of the Health Profile but for 17 cases this profile had not been triggered. For those for
whom the profile was triggered the average time for completion was 4.96 minutes (SD = 3.07, N =
156). This indicated that it takes approximately 5 minutes to complete all sections of the Health
Profile which is the longest profile although the median time indicates that it was completed in
about 4 minutes by most applicants.
There was time data available for 178 applicants that completed all or part of the Psychosocial
Profile. As it had been indicated to us earlier that assessors in some States were unwilling to
complete the K10 scale questions with applicants, for this profile we included applicant data
regardless of whether the K10 section was completed or not. Of the 178 applicants that
completed this profile only 103 of these applicants had the profile triggered. For those for whom
the profile was triggered the average time was 1.50 minutes (SD = 0.98, N = 103). The average
time for applicants that completed the K10 was 1.93 minutes and for those that did not complete it
the average time was 1.25 minutes.
The Financial and Legal Profile was rarely triggered (7 cases) although there is time data available
for 151 applicants. The average time for all applicants was 0.84 minutes (SD = 0.69, N = 151).
For those that actually had the profile triggered the time for completion was longer at 1.5 minutes
(SD = 0.88, N = 7) and even with these small numbers this reaches a trend level (p < 0.10) of
significance. Given this it is suspected the latter estimate is more realistic as for these clients
more questions would be relevant and may require more elaboration.
There was time data available for 187 applicants for the Carer Profile and of this group the profile
was triggered by 156 applicants. For those for whom the profile was triggered the average time
taken was 2.25 minutes (SD = 1.19, N = 156).
For the Care Recipient as Carer Profile there were 72 applicants for whom the profile was
completed but for 52 of these applicants the profile had not been triggered. For all profile
completers the average time was 0.83 minutes (SD = 1.00, N = 72) and for those for whom the
profile was triggered the average time was 0.82 (SD = 1.13, N = 20) minutes. The statistics for
both these groups are reported in Table 27 above given the small sample of applicants for whom
the profile was triggered. It can be seen the time estimates for these 2 groups are very similar.
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Table 27 indicates the time for completion of most of the profiles is quite short and between 1-2
minutes. Longer times were required for the completion of the Health Profile (4.96 minutes) and
the Carer Profile (2.25 minutes).

8.8

Action Plans

The Action Plan records the actions that need to be taken as a result of the assessment. There
are 2 sets of Action Plans in the tool, one for applicants who have not triggered any Level 2
assessments (the Level 1 Action Plan), and the other is for applicants who have triggered one or
more Level 2 assessments (the Level 2 Action Plan).
These actions consist of the assessor identifying needs of the applicant that could be met by
referral to service providers or other assessment agencies, and whether that referral has been
made, and if not, the reason for this. Not all applicants received Action Plans within the
Assessment Tool – unfortunately some assessors chose to complete the Care Plan and referral
data within their Site’s existing assessment system.
Level 1 Action Plan

The Level 1 Action Plan comprises three sets of actions:
§
§
§

Services needed for applicants on the Standard Level 1 assessment pathway
Services needed for applicants on the One Service Only pathway
Referrals for Fast Track referrals to level 3 Assessment.

Standard Level 1 Assessment pathway
There were 193 people who were recorded on the Standard Assessment Pathway in the Level 1
Action Plan although there was a substantial amount of data missing for 34 of these cases and for
those that remained data was not available for every question. Their ages ranged from 26 to 98
with an average age of 78 years. Sixty two percent of these applicants were female.
There were 129 people on the Standard Assessment Pathway identified as requiring services in
the Level 1 Action Plan.
Services needed
Assessors identified that a total of 143 services were needed for the 129 people on the Standard
Assessment Pathway who had Action Plans. This was an average of just over one identified need
per applicant. (This cannot be taken as an absolute measure of services that people required as
some of these people may already be receiving other services).
Almost a third of all people on the Standard Assessment Level 1 were identified as needing
Domestic Assistance. This is shown in Table 28 along with all the other needs that were identified.
People at Level 1 generally had a low level of need and required a small number of services (as
shown in Table 29) which indicates this was an appropriate level of assessment for most of these
applicants.
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Table 28

Types of services needed by all Level 1 clients
Percentage of applicants
requiring services

Domestic assistance

36

28%

Personal care

27

21%

Social support

14

11%

Home modification

14

11%

Allied health care

11

9%

Transport

11

9%

Home maintenance

10

8%

Meals

9

7%

Nursing care

6

5%

Respite care

2

2%

Assessment

2

2%

Centre-based day care

1

1%

Other

3

2%

Total

146

Table 29

Num ber of services needed per applicant at Level 1

Number of Services

Number of applicants

Percentage

1

115

89%

2

11

9%

3

3

2%

Total

129

One Service Only pathway
There were 177 people who wanted services on the OSO pathway. Their average age was 78
years and 73% percent of this group were women.
The great majority (66%) of the requests were for Domestic Assistance, 13% of the requests were
for meals services and 11% were for social support. There were no requests for Other Food
Services or Formal Linen Service.
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There was feedback from some assessors that home maintenance and minor home modifications
should be added to the list of relevant services and 6 people were identified as requiring other
services.
Fast Tracked Referrals to Level 3 Assessment
A number of applicants were identified at Initial Contact as needing packaged care, transition care
or residential permanent or respite care placement. These 75 applicants were referred directly to
Level 3 Assessment. Their average age was 83 years and ranged between 27 and 97. Sixty-nine
percent of this group were women.
Level 2 Action Plan

There were 320 people who were referred to services on the Level 2 Action Plan. Their average
age was 79 and ranged from 58 to 96. Sixty-five percent of this group were women.
Services needed
Table 30 shows the number of services for each applicant that assessors identified were needed.
(This cannot be taken as an absolute measure of services that people required as they may
already be receiving other services).
Table 30

Num ber of services needed per applicant at Level 2

Number of Services

Total
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Number of applicants

Percentage

1

111

35%

2

84

26%

3

43

13%

4

31

10%

5

21

7%

6

9

3%

7

4

1%

8

9

3%

9

3

1%

10

5

2%

320
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Table 31 shows the number of services referred to and the percentage of these applicants who
received that service.
Table 31

Types of services needed by all clients
Percentage of
applicants

Domestic assistance
Home modification
Personal care
Counselling/support, information and advocacy
(Primary Carer)
Allied health care
Transport
Provision of goods and equipment
Social support
Meals
Assessment
Case management
Home maintenance
Respite care
Falls
Client care coordination
Centre-based day care
Nursing care
Counselling/support, information and advocacy
(Care Recipient)
Other
Total

144
88
71

45%
28%
22%

68

21%

66
59
57
45
37
35
33
26
24
23
16
7
6

21%
18%
18%
14%
12%
11%
10%
8%
8%
7%
5%
2%
2%

4
59
868

1%
18%

Applicants on Level 2 Action Plan had a considerably higher need for services than those on Level
1 Action Plans indicating this level of assessment was justified. They required an average of
almost two and a half new services compared with just over one service for those on Level 1.
Referrals to Level 3 Assessment
84 applicants were referred to Level 3 assessments. Most of the people who were referred to
Level 3 Assessment were also identified as having a need for other services whilst they were
waiting for the Level 3 Assessment. Table 32 shows these details. People who were able to
receive an ACAT assessment quickly may need not the interim provision of other services.
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Table 32
Num ber of services needed for people who were referred to Level
3 Assessm ent
Percentage
of applicants
0

25

30%

1

12

14%

2

14

17%

3

7

8%

4

6

7%

5

3

4%

6

6

7%

7

4

5%

8

3

4%

9

3

4%

10

1

1%

Total

84

8.8.1 M ode of Assessm ent
Some pre-contact questions were included as part of the applicant registration which indicated that
the mode of administration for the Level 1 assessment was the telephone for 85.5% of applicants,
face-to-face assessment for 2.3% and other (usually fax referral) for 12.2% of the cases. It is
unclear for most of the fax referral cases, all of which are from the Tasmanian site, as to whether
the assessment also included a phone assessment or whether the assessment form was
completed by the assessor based on the referral information. It was discovered during the site
evaluation session that for many of these assessments the assessor tried to ring the applicant but
if they were not able to make contact they completed the assessment using the referral information
only.
Although at the end of Level 1 the assessor is asked to determine the mode of administration for
the Level 2 assessment only a few of the Level 2 assessments to date have been conducted faceto-face. Some services do not appear to have the capacity to undertake Level 2 assessments in a
face-to-face mode or need to refer to another agency for this to take place. The few assessments
that have occurred face-to-face are due to the client having a special need requiring this mode of
assessment. We estimate that 98% of Level 2 Assessments were undertaken over the phone.
This would appear to be quite unsuitable for clients with hearing and communication difficulties or
for complex clients that have a number of profiles triggered where the assessment will require
substantial time. This issue indicates that appropriate resources need to be made available for
alternative interview strategies where these are required.
Although a question regarding mode of assessment is not specifically asked in the assessor
feedback section of the tool, the following comments were received from assessors in the
feedback regarding mode of assessment:
‘I reckon the client was not confident in answering all the questions over the phone and got
tired when they were asked too many questions’
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‘It is difficult to discuss goals over the phone. Client was emotional about his wife’s recent
hospital admission and it was difficult to provide emotional support over the phone. It felt
impersonal.’
‘It is challenging to engage people in relation to goals over the phone as body language
plays a big part when you’re considering genuineness and commitment. It seems at times
they’re just telling you what they think you want to hear.’
‘The assessment was very comprehensive but too long and the computer program too
slow. I had to give the client a break and call her back…the client commented that it would
have been easier to do the interview at her home’.
‘The client did not feel comfortable relating his health situation over the phone. There is a
need to know why a person may need rails and other home modifications. The client stated
that if I wanted to know I must come out and not be asking these things over the phone.’
‘The client had chronic airways limitations and so had difficulty talking so it took a long
time.’
Some of the trial sites have undertaken face-to-face assessment of clients as part of their normal
assessment process, such as the Shire of Yarra Ranges where all clients have had a follow up
HACC Living at Home Assessment.

8.9

Some suggested changes to the Assessment Tool

Overall, assessors were happy with the general content of the Assessment Tool although they
made a number of important suggestions for the improvement and streamlining of the Assessment
Tool and the web platform and these are outlined in the sections below.
One important general issue was for the inclusion of a larger text box in all the Action Plans for
assessors to provide any additional information that is relevant to the referral and for this also to
be included in the client summary forms (Appendix 4) that accompany the referral to the service
provider. This enlarged text box with the provision for substantially more characters would allow
the assessor to inform the service provider of occupational health and safety issues that might
pertain to a home visit. Another example provided by assessors was the necessity of providing
information about special dietary needs of the applicant when referring to meal services.
Assessors noted that during an assessment they would not have time to consult the User Manual
to clarify an issue that arose during the assessment. Assessors requested that additional help
boxes or a ‘frequently asked questions’ section are provided on the web platform as a ready
reference guide. Some of these guides for assessors have already been built into the system but
there was a desire for more of these to be made available. An example provided was a brief
overview concerning the requirements for placing someone on the Fast Track Pathway.
The feedback from ACAT assessors was that while all of the referrals that were ‘Fast Tracked’ to
Level 3 were appropriate, they would have preferred more Initial Applicant Details and basic health
and functional information to be completed for these applicants, to enable a quick triage and
allocation to the most appropriate ACAT clinician . ACAT and ACAS assessors were pleased with
the referral information that was provided if the applicant had undertaken a Level 1 or Level 2
assessment before their referral as it made the Level 3 assessment much quicker due to the
clinician only needing to focus on the complex, clinical aspects of the assessment. As a result we
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have changed the exit point for Fast Track applicants so they will complete more details before
referral to Level 3 assessment agency in the revision to the Assessment Tool.
It should be noted that for the trial it was necessary to have separate assessment pathways to
examine some research questions but this would not be required for future implementation. To
simplify the pathway concept underpinning the tool, the revised version of the Assessment Tool is
now designed as one assessment pathway with earlier ‘exit points’ for applicants who don’t need
to progress to a full Level 2 Assessment or who are being ‘Fast Tracked’ to a Level 3 Assessment
Agency.
8.9.1 Initial Applicant Details
Although it is thought the Initial Applicant Details section of the tool is rather long with 67 questions
for the Standard Assessment for Services Pathways many of these questions are considered
necessary. While a number of these questions will be retained a number of suggestions
concerning the deletion of items with few responses and the modification of items to make them
simpler to complete are outlined below. As well a number of structural changes to the order of
items in this section are outlined.
The Site Evaluations and the Consumer Feedback Session in Adelaide provided us with some
useful suggestion for restructuring the Initial Applicant Details of the Assessment Tool. The
Consumer Group noted that the reason for contacting the assessment service needs to be
amongst the first questions asked. The assessors indicated that it would be a lot easier to assign
people to an assessment pathway if they had information concerning the applicant’s health
conditions earlier in the assessment process. Thus it is proposed to bring this question and two
screening items for function forward to the beginning of the assessment process.
Another important structural suggestion is to move the questions concerning Communication
Difficulties to earlier in the Assessment Tool so it can be quickly ascertained which applicants may
require an alternative interview strategy such as a face to face assessment or an interview with the
primary carer. There are 20% of applicants who are experiencing hearing difficulties or language
problems who would require an alternative interview strategy if the applicant is answering on their
own behalf. In this trial a number of assessors have indicated an alternative interview strategy
should have been undertaken but this was not always the case and was not always available to
them (see Section 11 Assessor Feedback).
Another issue raised by assessors, which seemed very sensible, is to ask a question early in the
assessment process concerning whether this is an initial assessment or a re-assessment. If it is a
reassessment that only requires a minor adjustment of services these clients could immediately go
on a shorter pathway to the relevant Action Plan. The project team think this is an important
suggestion which will be highly relevant in the future and the project team will consider ways to
address this pathway issue for the Final Report.
Some questions could be deleted such as C41 referring to people with hearing difficulty (‘would
the use of teletype or internet relay technology be suitable?). Only 2% of those with hearing
difficulty felt this technology would be useful. The assessor could probe this issue during
discussion, and make necessary arrangements if applicable, but there is probably no need to
actually collect data for this item.
Question C55 asks which health and community services the applicant is currently receiving and if
‘other’ is endorsed they proceed to question C56 where other services can be selected. This item
has very sparse data and so could be considered for deletion – it may be easier to add a text box
to address the ‘other’ category at C55.
The question C63 concerning what the client hopes will change if they were able to receive
services could be changed to a select an option format based on the key themes that the
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applicants have reported for this trial rather than it being a text entry. This could save assessor
time and thus the item has been modified . Assessor feedback concerning the goals of care
question C66 indicated this question needed to be modified and simplified as a number of clients
had problems understanding it and it also overlaps with some themes evident in the responses to
Question C63. An assessor rated item, following discussion with the client, is now suggested.
8.9.2 Assessm ent of Function
The internal consistency reliability of the Functional Profile scale is considered good at 0.83
(Streiner and Norman, 2006). However, it is thought the assessor rated item concerning
behavioural issues (FP09) could be deleted from the Functional Profile scale and be asked as a
stand alone item. Assessors find this item difficult to rate from a telephone interview. It has a
much lower item-total correlation with the total scale score (0.26) than other items (r = 0.4 - 0.7)
and there is a higher level of missing data for this item than other items in the scale. The internal
consistency of the total scale also improves if this item is removed from the scale. It is suggested,
however, that it remains as a stand alone item.
All items for the Functional Profile have follow up questions concerning who helps the applicant
undertake their daily tasks and whether the need is met. Although these are issues need to be
considered by the assessors, as might the issue of how they do these tasks, it is felt these followup questions could be amended as we found a much greater level of missing data for these followup elements. This issue might be better addressed by a training instruction and potentially the
inclusion of a text box for the assessor to make comments related to these issues.
In the Functional Profile with regard to the questions concerning managing medicine and finances
assessors are asked to determine if the reason for the difficulty is physical or cognitive and some
assessors requested an additional category of ‘both’ to be added for these questions. This issue
will be considered further but we feel information concerning this aspect could be included in the
text box summary at the end of the functional assessment.
The evidence concerning the One Service Only Pathway indicated that these applicants had a
relatively high level of function compared to those who proceeded to a Level 2 assessment. Most
of the applicants (81.2%) who were on the one service only pathway remained there, and only
18.8% indicated a lower level of function that necessitated a change of pathway for a deeper
assessment. It was also noted that the Functional Profile scores for those on the Standard Level 1
Assessment Pathway were very similar to those on the OSO pathway and it is also noted that
some assessors chose to move some of these applicants onto the OSO pathway for the
completion of the Action Plan. Many of the Standard Level 1 Applicants also only required, and
were referred, to one service. Thus it is thought it is useful to retain an earlier exit point strategy
for those who only require one service. In order to better identify whether this is a suitable strategy
for such applicants some screening items for function have been included earlier in the
Assessment Tool to see if may be a way to help identify the 18.8% of applicants that state they
require only 1 service but in reality have quite complex needs,
Another suggestion made by assessors was to include home maintenance and minor home
modifications to the list of services available to applicants on the One Service Only pathway. A
number of assessors were frustrated that applicants whose houses just needed a spring clean, the
cleaning of gutters/windows or a safety rail in the bathroom had to be placed on the Standard
Level 1 Assessment Pathway. Consideration should be given to expanding the service options for
the OSO pathway to include home maintenance and minor home modifications.
Overall the ADL assessment worked well but it was noticed the ADL assessments were
sometimes completed for applicants with High Level Function when this assessment was not
needed. In the case where the follow-up assessment has not been triggered it is suggested that a
flag is built in to query whether the assessor wishes to proceed. There will be cases where it may
be justified that the assessor proceed to an ADL assessment for an applicant when it has not been
Final Project Report: Validation and Field Trials for Aged Care Assessment

Page 69

Centre for Health Service Development

triggered, so we do not think it advisable to prevent access to the ADL assessment in such
circumstances. It has been noted that the trigger item for the ADL Profile could be improved by it
only being triggered if the total score for the ADL items within the Functional Profile is less than 4. .
The mean score for those in the low functional group is quite low (the floor of the scale is a score
of 9 = totally dependent on all tasks with cognitive and behavioural problems) and indicates these
people are dependent on a number of basic tasks and/ or require help on most other tasks.
Using the existing Functional Profile it is suggested that if the client has a Functional Profile score
of 16 or less they join applicants with low ADL scores for referral to a Level 3 Assessment as these
applicants are likely to require a package of care services. Instead it is suggested that the
Revised Functional Profile is used combined with the more sensitive 4-level grouping of applicants
with regard to Functional Group.
8.9.3 Trigger Questions
The trigger question (TR01) for the health profile was found to be a little insensitive as it was
triggering a number of people with mild health issues to the Health Profile. It is suggested that this
trigger is replaced by the item on self-rated health H01 which appears to be more sensitive. In this
case only applicants who rated their health as fair or poor would activate the trigger for the Health
Profile.
The trigger question (TR05) for the Financial and Legal Profile was found to be ineffective.
Despite this the profile was completed for about 240 applicants. This issue was explored in the
Site evaluation sessions and the feedback from assessors suggested it may be better to delete the
profile and include the questions concerning decision making in the Health Profile section.
Assessor comments indicated that the trigger question for the Dementia Profile (TR07) was
misunderstood by some assessors and although it appeared to work effectively some minor
rewording may be required.
A large number of assessments were completed for profiles where it was not necessary –
particularly the Psychosocial Profile. Although a red button indicated that the profile was not
needed it is suspected that some assessors were giving their applicant all the profiles regardless
of whether they were triggered or not. In the case where the follow-up profile is not required it is
suggested that entry to non-triggered profiles is prevented unless the assessor requests the
addition of a profile at the end of the Trigger Questions Component. There will be some cases
where it may be justified that the assessor proceeds to a profile assessment for an applicant so we
do not think it advisable to totally prevent access to the profiles even if the additional assessment
has not been triggered. This issue should also be further addressed during training and in the web
system design.
At the completion of each profile it is suggested that the system goes back to the client
assessment summary page and that the ‘next’ box is removed at the end of all profiles. It was
found that assessors frequently used the ‘next’ box to proceed to the next profile even if the profile
had not been triggered.
It is also suggested that a number of minor modifications of the software are made to enable
assessors to review their earlier entries more easily and that during training this issue is further
addressed. It can be quite easily addressed by printing the client summary, which includes the
applicant’s responses up to that point of the assessment process.
8.9.4 Level 1 Action Plans and Associated Pathways
It was found that sometimes the assessors would go to the wrong Action Plan for the pathway at
the end of the initial assessment. An example is that a person on the Standard Pathway would be
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sent to the Action Plan for the One Service Only Pathway (because it turned out they only needed
one service) instead of proceeding on the Standard Level 1 Action Plan. It is suggested some
alerts are built into the system when this occurs to minimize unnecessary changes of pathway
which makes these applicants hard to track. This is an area that training could further address.
For the One Service Only Pathway it is suggested that the options to select home maintenance
and home modifications are added to the list of single services that can be selected. Assessors
identified there were a number of cases of OSO applicants that needed a minor home
maintenance or home modification task undertaken but in order to incorporate this they had to
move the applicant onto a different action plan pathway.
Given some feedback from ACATs in SA it is suggested that the Fast Track Action Plan and the
associated client summary incorporates a few items of further information such as health
conditions that impact on the client that would align more with the SA standard referral form and
also be useful to Level 3 assessors in the other States.
The inclusion of a free text box in the client summary/referral sheet was raised by a number of
assessors and we recommend it is included in future tool development. An example given was
that of an OSO pathway applicant that was a diabetic who required a meals service but with a
special diet. There was not sufficient room to include this information on the client summary sheet
as this was automatically generated- so assessors want a text box where this sort of information
can be added into the Action Plan and then appear in the client summary form that accompanies
referrals. This change was incorporated in the Assessment Tool but apparently the box did not
allow for sufficient text space. Obviously additional issues could also be included in the cover
letter that accompanies the referral but this change would be helpful to the assessor.
8.9.5 Level 2 Assessm ent
Assessor feedback has indicated the Health Profile could be shortened and the data analysis
suggests it could be shortened by omitting questions in areas of low endorsement such as
difficulty with swallowing, skin problems, oral health and lifestyle factors. It may be better if these
issues are addressed instead at the Level 3 Assessment. Some questions, such as those about
health conditions, could be improved by the inclusion of drop down boxes to help save assessor
time. As indicated a change to the trigger item is proposed so that applicants with a minor health
condition who rate their health as good or very good will no longer trigger a health profile and this
should reduce the numbers receiving this profile unnecessarily. An additional item concerning the
need for a falls alarm had been added to the Health Profile.
With regard to the Psychosocial Profile there was a lot of missing data for the Kessler 10 Anxiety
and Depression questions (Kessler et al., 2002) and a scale score could only be calculated for
39% of those undertaking the profile. The SA assessment centre had indicated that most of their
assessors were unwilling to ask the K10 questions but missing data was high for all States except
for NSW. The fact that 60% of the data is missing for the scale might suggest that an alternative,
shorter scale, or the use of some screening items might be preferred and that further training may
need to be provided to assessors concerning the best way to ask these questions (refer page 55).
As indicted earlier there were cases where a trigger was activated but a profile assessment not
undertaken and this was particularly so for the Applicant as a Care Recipient where this applied to
21 cases. On the other hand there were many cases, particularly for the Financial and Legal
Profile and the Psychosocial Profile where a profile was undertaken when it had not been
triggered. The strategy for the Functional and Legal Profile has been discussed earlier but in
general some system alerts could be built in to alert assessors when these issues arise.
A new strategy is suggested for the placement of the Carer Profile and the Care Recipient as
Carer Profile within the Assessment Tool. These are now viewed as ancillary sections to a Level 1
Assessment and thus will be completed by all applicants that either have a carer or are a carer.
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Level 2 Action Plan

Initially it had been proposed that at AP205 service rules recommended by business rules/triggers
would be shown and the assessor would select the referrals they wanted to recommend. As it was
found there were potentially 57 triggers that could lead to the 20 referrals that could be shown, and
the programming was extraordinarily complex it was not possible to complete this programming
before the trial went live. As a result assessors were instructed to include any other referrals
(other than for aged care services) at AP204 and this seemed to work quite effectively.
However, this issue needs to be considered further for any future tool development. The
advantage of showing triggered referrals is that it might assist less experienced assessors and be
a useful check for the more experienced assessor. On the other hand we can see there are some
categories of overlap between the aged care categories listed for selection at AP203 and the 20
types of referrals that are listed at AP204. Thus if triggered referrals are to be shown there is a
need for streamlining the way they are shown. It is suggested that triggered referrals can be
highlighted for the assessor for both questions AP203 (aged care services) and AP204 (triggered
referrals) and perhaps these items can be combined. A consequence of this is that some
modification is required for these items.
As with Level 1 Action Plans there was a desire for the inclusion of a text box in the Action Plan
Any further development of the tool beyond this project will need to consider the changes that
have been outlined.
Other W eb Platform Issues

Another major issue that has affected the duration of the assessment for the applicant and the
assessor is the capacity of the system to handle the volume of cases. Our initial expectation,
based on advice from the Sites, was that approximately 20 assessors would be using the system
and this was built into the specification for the web designer. Accordingly, the web platform was
designed to cope with a maximum volume of 20 assessors using the platform at any one time.
However, when we collected assessor details for the preparation of the log-ins it was discovered
that 60 assessors would now be using the system. As more of the assessors started using the
system capacity issues began to occur at peak times which caused the slowing up or freezing of
the system when it was overloaded. This caused disruption for the assessors on occasion (refer
to assessor feedback). Consideration was given to expanding the capacity of the system.
However, at this stage as the trial had only 3 more weeks to run, and as additional funding would
require time for approval, it was considered not viable to pursue this issue. With a web platform as
complex as this one their needs to be some additional contingency funds built in to address such
IT issues as they arise.
The impact of the above factor on the time assessment was estimated to be small as once the
save button is pressed the time is automatically recorded for that page. Thus while the slowness
in bringing up the next page may be a nuisance for the assessor, and cause them to return at a
later time, the impact on the actual time calculation is thought to be slight.
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8.9.6 Structure of the Revised Assessm ent Tool
An overview of the Revised Assessment Tool is shown in Figure 3.
Figure 3

Overview of the Revised Assessm ent Tool
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Items of the Revised Tool are listed in detail at Appendix 5.
The main change to the tool is the introduction of a Health and Functional Overview which all
applicants receive at an early stage of the assessment. This enables the assessor to obtain a
quick overall understanding of the applicant’s health and function. This is especially useful for
applicants who are seeking one of the low level services (the One Service Only option) so that
assessors are confident that their needs are not higher than indicated. Also for applicants who are
referred directly to Level 3 Assessment (Fast Track to Level 3) so that this basic information can
be included in the referral.
Initially, applicants who require an assessment from other assessment agencies such as an
Aboriginal or Torres Strait Islander organisation, or those who have communication difficulties that
make it difficult for a telephone assessment, are quickly identified and referred to the relevant
organisation.
There are now only three Level 2 Profiles that are triggered at the end of the Level 1 Assessment:
§
§
§

Dementia
Psychosocial
Health Conditions

Information in the original Financial and Legal Profile is now distributed throughout other sections
of the Revised Tool. The Carer Information and the Care Recipient as Carer profiles are identified
earlier in the Level 1 Assessment and these profiles (if triggered) are seen as supplementary
information to the Level 1 Assessment.
There is now one unified Action Plan that lists the outcomes of the assess and the actions that
need to be taken.
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9 Further Development of the Client Classification Matrix for
use in the Trials
There is a limited supply of services and that supply is never likely to meet the demand created by
all people who require them. Sophisticated approaches to managing this demand allocate priority
on the basis of relative need, taking into account that some people may have greater needs for
these services than others or that more urgency is required in the response that is commensurate
with their needs. It may not be appropriate that a person who has greater needs should wait the
same length of time as another person with a lesser need, nor that the timeliness of the service
response should be compromised by a routine waiting period for an assessment to be carried out.
Current assessment tools such as the Australian Community Care Needs Assessment (ACCNA)
and the Ongoing Needs identification (ONI) have demonstrated that it is possible to develop
simple tools that can give a priority to a person’s need for service at one point in time, usually at
the point of first contact. This does not determine a person’s priority for a specific service as this is
best done by a service specific assessment, but rather gives a snapshot of the person and their
current situation. In effect, it classifies them into groups who are likely to need similar sets of
services. This Field Trial will also be examining the possibility of using a similar approach for the
potential to benefit from re-ablement programs.
The Report “Triggers, Algorithms and Priority Settings in the Initial Intake Tools” (Samsa 2012)
discussed options for methods of classifying applicants for care and recommended a model based
on a combination of a person’s functional ability and the risk to the care situation. These methods
include a general client classification, an urgency rating and a re-ablement rating based on the
parameters outlined above. This section provides a brief rationale for a development pathway that
builds on more standardised initial assessment information and moves progressively towards a
system that is capable of more sophisticated functions and outputs. The system needs to be able
to support the objectives of the Government’s ‘Living Longer Living Better’ policy statement:
“The Government supports the need for a strong focus on independence, rehabilitation and
restorative care. An integrated Commonwealth home support program will be established from
1 July 2015. This program will seek to maximise preventative and restorative care to optimise
outcomes for care recipients and avoid their unnecessary progression to more intensive, higher
cost services (The Australian Government’s response to the Productivity Commission Report
Caring for Older Australians (April 2012)”.
An underlying objective of the aged care reforms is to improve consistency in terms of access to
aged care services. This is reinforced in the Living Longer Living Better Aged Care Reform
package of the Australian Government, which included the following policy statement regarding
one of the key aims of the new Assessment Framework and Tool for Aged Care:
“This will position the Gateway to assess people more consistently so that people with similar
needs are able to access similar aged care services across the country (The Australian
Government’s response to the Productivity Commission Report Caring for Older Australians;
April 2012)”.
This requires mechanisms to identify similar groups of clients, of which there are two main
approaches. One uses an approach that adds up scores from questions in various domains, and
then uses that score to allocate clients to different classifications. Using this approach the clients
categorised at any level may have quite different needs for care. The other approach is to use a
branching structure. In this approach:
§
§

Each of the groups is ‘iso-resource’ - that is, people in each group require similar levels of
resources.
Each of the groups is sensible - people in each group require similar types of services because
they have similar types of needs.
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§

There are a manageable number of groups. If there are too few groups, each group will be too
heterogeneous for the classes to be meaningful. If there are too many, they will not be able to
be used for the purposes for which they were intended – population needs assessment,
service planning and purchasing.

The Expert Clinical Reference Group for the Assessment Framework and Tool for Aged Care
Project (Sansoni et al., 2012c)has endorsed the branching approach.
For the Field Trial, we have used a generic client classification system that has been used in the
Ongoing Needs Identification tools for HACC Services in Queensland, the NSW Community Care
Access Point and the Australian Community Care Needs Assessment (Stevermuer 2003, 2007).
This system has 12 categories and uses the following criteria to determine the classes:
§
§
§

The person’s level of function,
The risk to their care situation, and
The presence of significant psychosocial or other problems.

9.1

Generic classification model

The generic model illustrates how clients who have completed a Level 2 assessment can be
assigned to one (and only one) class, based on three criteria. This is illustrated in Table 33.
Table 33

Generic classification m odel for Level 2 clients
Need
Medium Function

Risk

Low Function

With significant
psychosocial or
other problems

With no
significant
psychosocial or
other problems

High Function
(but may have
other problems)

High

Class 1

Class 2

Class 3

Class 4

Medium

Class 5

Class 6

Class 7

Class 8

Low

Class 9

Class 10

Class 11

Class 12

The three criteria are:
Need

Functional scores are derived from the Functional Screen:
§
§
§

Low Function is defined as a total score on all 9 items that is less than 15 or that the total for
items 6 and 7 is less than 4.
High function is defined as a score of 3 on 3 or more domestic functions (i.e. items 1 to 5) and
a score of 3 on both items 6 and 7.
Medium Function Is neither Low nor High Function.

Risk

Risk is rated in the Carer Profile:
§
§
§

High Risk - no carer able to provide necessary care.
Medium Risk - carer arrangements exist but are unsustainable without additional resources.
Low Risk - carer arrangements suitable and sustainable OR Carer not required.
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Psychosocial and other problems

Psychosocial problems are identified by:
§
§

A K10 score of 26 or more.
No personal and social support.

Evidence of other problems is identified by:
§
§
§

Significant behavioural problems.
Significant cognitive problems such as a diagnosis of dementia in the Dementia Profile or
cognitive problems.
Decision-making problems.

Note: If the relevant profile is not completed at Level 2 then the applicant is rated as having no
problems. For example, if no Carer Profile is completed, the applicant is rated as having no carer
risks.
The class that a client is allocated to will be determined by the data collected within the
assessment. The model offers a way to combine summarised screening information in the form of
selected standard data items that were chosen on the basis of their ability to predict levels of need
and to act as useful proxies or indicators for risks and urgency.
The business rules for this classification model (Table 33) would only apply to applicants in the
field trial that had completed a Level 2 Assessment which included the Carer Profile. The
completion of this profile enables the classification of risk (care situation) to be differentiated into
High (needs a carer and has no carer), Medium (needs a carer and has a carer but care
arrangements are unsustainable) or Low (no carer required).
The full classification can only be assigned at the end of a Level 2 assessment and the description
of each class, at this level, is outlined below in Table 34. It should be noted that highlighted areas
in the following tables refer to the business rules and algorithms applying to these classifications/
ratings and are made with reference made to the item numbers in the hard copy of the tool (refer
Appendix 1). In the following section a briefer classification, applicable to those who have only
completed a Level 1 assessment, is also outlined and was the classification system that was
tested in the Field Trial (Table 36).
Table 34
Class
ification

Generic classification m odel - client description for Level 2

Client description and scoring rules for Level 2

1

Low function (= Functional Profile FP10 < 15 OR (FP06 +FP07) < 4), needs a carer (if Trigger 03
= a/b) but has no carer (if Trigger 04 = b) or carer arrangements have already broken down (if
Carer Profile 13a is selected)

2

Medium function (if classified as neither high nor low at FP17) with significant psychosocial
problems (if psychosocial profile triggered by Trigger 02 e.g. ‘most of the time’ or ‘sometimes’) or
behavioural or cognitive problems (if dementia profile triggered by TR07 = yes or FP08 or FP09 =
‘yes’) and needs a carer (if Trigger 03 a/b) but has no carer (if Trigger 04 = b)

3

Medium function (if classified as neither high nor low at FP17)with no psychosocial problems (if
Psychosocial profile not triggered by Trigger 02 e.g. ‘occasionally’ or less) or behavioural or
cognitive problems (if dementia profile not triggered by TR07 = ‘no’ and FP08 and FP09 = ‘no’)
and needs a carer (if Trigger 03 a or b) but has no carer (if Trigger 04 = b)

4

High function (= IF (3 of FP01 to FP05) > 3 AND FP06 = 3 AND FP07 = 3) who needs a carer (if
Trigger 03 = a or b) but has no carer (if Trigger 04 = b) OR carer arrangements have already
broken down (if Carer Profile 13a is selected)

5

Low function (= FP10 < 15 OR (FP06 +FP07) < 4), needs a carer and care arrangements are
unsustainable (if Carer Profile 13b is selected)
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6

Medium function (classified as neither high nor low at FP17) with significant psychosocial
problems (psychosocial profile triggered by Trigger 02 e.g. ‘most of the time’ or ‘sometimes’) or
behavioural and cognitive problems (if ‘yes ‘to dementia profile TR07 or FP08 or FP09), carer
arrangements exists but are unsustainable (Carer Profile 13 b is selected)

7

Medium function (classified as neither high nor low at FP17) with no significant psychosocial
problems (Psychosocial profile not triggered by Trigger 02 e.g. ‘occasionally’ or less) or
behavioural or cognitive problems (if dementia profile not triggered by TR07 = ‘no’ and FP08 and
FP09 = ‘no’) and carer arrangements exist but are unsustainable (Carer Profile 13b is selected)

8

High function (= IF (3 of FP01 to FP05) > 3 AND FP06 = 3 AND FP07 = 3) but needs a carer (if
Trigger 03 a/b) and carer arrangements exist but are unsustainable (Carer Profile 13b is
selected)

9

Low function (= FP10 < 15 OR (FP06 +FP07) < 4), carer arrangements exist (If Carer Profile 13c
or Trigger 04a = has a carer) or carer not required (Trigger 04 = c/d)

10

Medium function (if classified as neither high nor low at FP17) with significant psychosocial
problems (if psychosocial profile triggered by Trigger 02 e.g. ‘most of the time’ or ‘sometimes’) or
behavioural or cognitive problems (if ‘yes’ to dementia profile trigger TR07 or FP08 or FP09)
carer arrangements exist (If Carer Profile 13c or Trigger 04 = a = has a carer) or carer not
required (Trigger 04 = c/d)

11

Medium function (classified as neither high nor low at FP17) with no significant psychosocial
problems (if Psychosocial profile not triggered by Trigger 02 e.g. ‘occasionally’ or less) or
behavioural or cognitive problems (if ‘no’ to dementia profile trigger TR07 and ‘no’ to FP08 and
FP09). Carer arrangements exist (If Carer Profile 13c or Trigger 04a = has a carer/) or carer not
required (Trigger 04 = c/d )

12

High function (= IF (3 of FP01 to FP05) > 3 AND FP06 = 3 AND FP07 = 3) carer arrangements
exist (If Carer Profile 13c or Trigger 04a = has a carer) or carer not required (Trigger 04 = c/d )

9.1.1 Generic classification m odel for Level 1 clients
The field trial tested a modification to this classification model that uses only 8 classes of the 12
identified in Table 34 but that can apply to all clients who complete at least a Standard Level 1
Assessment. It has been designed to apply to the much larger group of applicants included in
both Level 1 and Level 2 assessments. At the completion of Level 1 information can be gathered
from the Trigger Items on carer need and carer availability that enable classification of the client’s
risk or care situation as High (needs a carer and has no carer) or Low (no carer required). If the
triggers are not completed the assumption is made that the applicant does not require a carer. As
the Carer Profile is not completed until Level 2 Assessment we cannot classify the sustainability of
the care arrangements (e.g. the medium risks groups). This modified classification system is
shown in Table 35 and Table 36 below.
For Level 1 clients a slightly modified classification scale is suggested as at the completion of
Level 1 no Carer Profile has been completed.
Risk

Risk is rated in relation to the care situation:
§
§

High Risk - no carer able to provide necessary care
Low Risk - a carer is not required.

Psychosocial and other problems

Psychosocial problems are identified by:
§
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Evidence of other problems is identified by:
§

Evidence of cognitive decline identified by the Trigger Item (TR07) for the Dementia Profile

The Generic classification model for Level 1 clients is shown in Table 35.
Table 35

Generic classification m odel for Level 1 clients
Need
Medium Function

Risk

Low Function

With significant
psychosocial or
other problems

With no
significant
psychosocial or
other problems

High Function
(but may have
other problems)

High

Class 1

Class 2

Class 3

Class 4

Low

Class 9

Class 10

Class 11

Class 12

The client description and scoring rules are depicted in Table 36 below.
Table 36

Generic classification m odel - client description for Level 1

Class
ification

Client description and scoring rules for Level 1

1

Low function (= FP10 < 15 OR (FP06 +FP07) < 4), needs a carer (if Trigger 03 = a/b) but has
no carer (if Trigger 04b)

2

Medium function (if classified as neither high nor low at FP17) with significant psychosocial
problems (if psychosocial profile triggered by Trigger 02 e.g. ‘most of the time’ or ‘sometimes’)
or behavioural or cognitive problems (if dementia profile triggered by TR07 = yes or ‘yes’ to
FP08 or FP09) and needs a carer (if Trigger 03 = a/b) but has no carer (if Trigger 04 = b)

3

Medium function (if classified as neither high nor low at FP17) with no psychosocial problems (if
Psychosocial profile not triggered by Trigger 02 e.g. ‘occasionally’ or less) or behavioural or
cognitive problems (if dementia profile not triggered by TR07 = ‘no’ and ‘no’ to FP08 and FP09)
and needs a carer (if Trigger 03 = a or b) but has no carer (if Trigger 04 = b)

4

High Function (= IF (3 of FP01 to FP05) > 3 AND FP06 = 3 AND FP07 = 3) and needs a carer
(if Trigger 03 = a or b) but has no carer (if Trigger 04 = b)

9

Low function (= FP10 < 15 OR (FP06 +FP07) < 4), carer arrangements exist (Trigger 04a = has
a carer) or carer not required (Trigger 04 = c/d)

10

Medium function (if classified as neither high nor low at FP17) with significant psychosocial
problems (if psychosocial profile triggered by Trigger 02 e.g. ‘most of the time’ or ‘sometimes’)
or behavioural or cognitive problems (if ‘yes’ to dementia profile trigger TR07 or FP08 or FP09)
carer arrangements exist (Trigger 04 = has a carer) or carer not required (Trigger 04 = c/d)

11

Medium function (classified as neither high nor low at FP17) with no significant psychosocial
problems (if Psychosocial profile not triggered by Trigger 02 e.g. ‘occasionally’ or less) or
behavioural or cognitive problems (if ‘no’ to dementia profile trigger TR07 and FP08 and FP09).
Carer arrangements exist (Trigger 04a = has a carer) or carer not required (Trigger 04 = c/d)

12

High function (= IF (3 of FP01 to FP05) > 3 AND FP06 = 3 AND FP07 = 3) carer arrangements
exist (Trigger 04a = has a carer) or carer not required (Trigger 04 = c/d)

The classifications generated by this model can be used for multiple purposes such as the
development of an urgency rating for access to services, or rating for priority to re-ablement
services. It is currently thought that the Level 1 classification schema are the most appropriate to
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test in the field trial given the nature of the sample. For example, the classification sample does
not include aged care clients with greater needs such as those who were placed on the Fast Track
pathway to Level 3 Assessment or those who had been already assessed by ACAT/ACAS
agencies or are in receipt of aged care packages, transition care, respite care and/or residential
care placement. As a result a number of classes in the 12 level classification system would not be
so appropriate to applicants who largely require one or a number of HACC style services.
9.1.2 Use of the classification m odel
The classifications generated by this model can be used for multiple purposes such as:
§
§

An urgency rating for access to services, or
A rating for priority to re-ablement services.

Depending on the purpose of service provision, different classes may be treated differently. A
person in Class 1 has Low Function and has High Risk. They could be rated as having the highest
urgency for provision of support services but their capacity to benefit from re-ablement services
may be low. These examples are considered below.

9.2

Urgency Rating

The limited supply of services means that supply is unlikely to meet the demand created by all
people who require them at any one time. To manage this demand, the tool allocates priority on
the basis of relative need, taking into account that some people may have greater needs for these
services than others or that more urgency is required in the response that is commensurate with
their needs. It may not be appropriate that a person who has greater needs should wait the same
length of time as another person with a lesser need, nor that the timeliness of the service response
should be compromised by a routine waiting period for an assessment to be carried out.
The trial incorporated a priority setting tool that has been used in the ACCNA/ONI suite of tools for
almost 10 years. This priority setting tool offers a way to combine a range of summarised
screening information in the form of selected standard data items that were chosen on the basis of
their ability to predict levels of need and to act as useful proxies or indicators for risks and urgency.
This tool was refined using routine assessment data from NSW Home Care in 2003 (Stevermuer
2003) and tested for its useability in the 2004-2006 state-wide implementation of the ONI system
in Queensland. Its components are identified below in Table 37
Table 37

Urgency rating for Level 2 clients
Need
Medium Function

Risk

Low Function

With significant
psychosocial or
other problems

With no
significant
psychosocial or
other problems

High Function
(but may have
other problems)

High

1

1

2

5

Medium

3

3

4

7

Low

5

6

8

9

(NB. Lower score means a higher urgency.)
The completion of this profile enables the classification of risk (care situation) to be differentiated
into High (needs a carer and has no carer), Medium (needs a carer and has a carer but care
arrangements are unsustainable) or Low (no carer required).
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This Urgency Rating Model only applied to applicants in the field trial that had completed a Level 2
Assessment which included the Carer Profile. The trial tested a modification to the Urgency
Rating Model that has only 8 classes and 6 ratings but that can apply to all those who completed a
Standard Level 1 Assessment and thus had the potential to apply to a much larger group of
applicants. At the completion of Level 1 we had the information from the trigger items on carer
need and carer availability that enabled us to classify the clients risk or care situation as High
(needs a carer and has no carer) or Low (no carer required). As the Carer Profile was not
completed until Level 2 Assessment we could not classify the sustainability of the care
arrangements (Medium risks groups).
The Urgency Rating (known as the Priority Rating Tool in the ONI) was supported by algorithms
that could be modified according to service availability or policy issues (Stevermuer, 2007).
Importantly, this rating was not designed to replace professional judgement but to enable a more
consistent approach within and across organisations.
9.2.1 Urgency rating for Level 1 Applicants
The Level 1 Action Plan developed for the field trial indicated the Urgency Rating generated using
the data collected by the assessor (Table 38 below). For applicants of Level 1 Assessments
where no Carer Profile was been completed, risk was expected to either be:
§
§

High - no carer able to provide necessary care, or
Low - carer is not required.

Table 38

Urgency rating for Level 1 applicants
Need
Medium Function

Risk

Low Function

With significant
psychosocial or
other problems

With no
significant
psychosocial or
other problems

High Function
(but may have
other problems)

High

1

1

2

5

Low

6

6

8

9

The General Client Classification Model for Level 1 was used to create an Urgency Rating for each
client based on the mapping shown in Table 39.
Table 39

M apping Urgency Rating to Generic Classification Class at Level 1

Generic Classification Class

Urgency Rating

1

1

2

1

3

2

4

5

9

6

10

6

11

8

12

9

A description of clients relating to these urgency ratings is provided in Table 40.
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Table 40

Urgency rating – client description for Level 1

Urgency
Rating

Client description and scoring rules for Level 1

1

Low function (= FP10 < 15 OR (FP06 +FP07) < 4), needs a carer (if Trigger 03 a/b) but
has no carer (if Trigger 04 = b) (General Class 1) OR
Medium function (if classified as neither high nor low at FP17) with significant
psychosocial problems (if psychosocial profile triggered by Trigger 02 e.g. ‘most of the
time’ or ‘sometimes’) or behavioural or cognitive problems (if ‘yes’ to dementia profile
trigger TR07 or to FP08 or FP09) and needs a carer (if Trigger 03 a/b) but has no carer (if
Trigger 04 = b). (General Class 2)

2

Medium function (if classified as neither high nor low at FP17) with no psychosocial
problems (if Psychosocial profile not triggered by Trigger 02 e.g. ‘occasionally’ or less) or
behavioural or cognitive problems (if ‘no’ to dementia profile trigger TR07 or FP08 or
FP09) and needs a carer (if Trigger 03 a or b) but has no carer (if Trigger 04 = b)
(General Class 3)

5

High Function (= IF (3 of FP01 to FP05) > 3 AND FP06 = 3 AND FP07 = 3) and needs a
carer (if Trigger 03 a or b) but has no carer (if Trigger 04 = b) (General Class 4)
OR
Low function (= FP10 < 15 OR (FP06 +FP07) < 4), carer arrangements exist (Trigger 04a
= has a carer) or carer not required (Trigger 04 = c/d) (General Class 9)

6

Medium function (if classified as neither high nor low at FP 17) with significant
psychosocial problems (if psychosocial profile triggered by Trigger 02 e.g. ‘most of the
time’ or ‘sometimes’) or behavioural or cognitive problems (if ‘yes’ to dementia profile
trigger TR07 or FP08 or FP09), carer arrangements exist (Trigger 04a = has a carer) or
carer not required (Trigger 04 = c/d) (General Class 10)

8

Medium function (classified as neither high nor low at FP17) with no significant
psychosocial problems (if Psychosocial profile not triggered by Trigger 02 e.g.
‘occasionally’ or less) or behavioural or cognitive problems (if ‘no’ to dementia profile
trigger TR07 and FP08 and FP09), carer arrangements exist (Trigger 04a = has a carer)
or carer not required (Trigger 04 = c/d) (General Class 11)

9

High function (= IF (3 of FP01 to FP05) > 3 AND FP06 = 3 AND FP07 = 3) and has a
carer (Trigger 04 = a) or carer not required (Trigger 04 = c/d) (General Class 12)

9.3

A rating of priority for re-ablement services.

Functional independence has been signalled as the key concept in broadening the focus of
community care to include providing services in ways that maintain and promote independence, as
well as helping to avoid premature or inappropriate admission to long term residential care. Reablement has been defined as
“helping people learn or relearn the skills necessary for daily living which may have been lost
through deterioration in health and/or increased support needs” (Slasberg 2010).
Current approaches suggest that every person may benefit from a re-ablement approach; there is,
however, currently little data available to indicate which characteristics identify a person’s reablement potential.
The field trial sought to address this by asking assessors to indicate their judgement of each
client’s rehabilitation potential (refer assessor feedback form at Appendix 3), i.e. their capacity to
benefit from re-ablement services as per below:
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§
§
§

High,
Medium, or
Low.

Assessors were also asked to comment on the key pieces of information from the assessment that
informed their rating concerning the person’s capacity to benefit from either a specific re-ablement
program and/or a re-ablement approach to service delivery. It was anticipated that the goal of
care may be an important component of this, but other factors such as a person’s age, their K-10
score, communication difficulties and support were also explored as potential important factors.
The Assessor Feedback Section (11) also reports on the analysis of the data provided by
assessors to identify the key characteristics of clients who are rated in the high and medium
groups.
9.3.1 An illustrative re-ablem ent rating
From discussions with community-based agencies in usability testing (Sansoni, 2012c), it was
clear that many agencies have already developed their own methods of choosing clients who
could benefit from a re-ablement approach. These approaches usually rely on functional scores,
the client’s care situation and additional information. Some agencies indicated that re-ablement is
a generalised approach that can be applied to all types of service provision and can also work for
those with lower levels of function and those with cognitive problems or difficult living
circumstances.
For illustrative purposes it is possible to use the generic classification framework to show how the
goal of re-ablement might be addressed by systematic methods of selecting clients who may have
the best capacity to benefit from the approach.
Using the Generic Classification rules for Level 1 Assessment a hypothetical classification schema
was prepared that is demonstrated in Table 41. This schema is presented for illustration purposes
only (and would need to be validated by evidence and supported by policy). The ratings in this
schema theorised that those who are likely to benefit most are people who are moderately capable
with fewer concomitant problems and risk circumstances. It also assumed those with the least
problems will be likely to require relatively little support and may be able to be given information for
self-help purposes rather than a tailored intervention program. Those with low function may be too
frail to gain as much benefit from a re-ablement program. These assumptions are speculative and
are the subject of analysis within the Trial; however, more substantive analysis is likely to only
arise from a broader trial.
For Level 1 Applicants, where no Carer Profile was completed, Risk was classified as either:
§
§

High - no carer able to provide necessary care, or
Low - carer is not required.

The illustrative re-ablement rating for these applicants is shown below.
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Table 41

An illustrative re-ablem ent rating for Level 1 Applicants
Need
Medium Function

Risk

Low Function

With significant
psychosocial and/or
other problems

With no
significant
psychosocial or
other problems

High Function
(but may have
other problems*)

High

Low (General
Class 1)

Medium (General Class
2)

Medium
(General Class
3)

Medium
(General Class
4)

Low

Medium
(General Class
9)

Medium (General Class
10)

High (General
Class 11)

Low (General
Class 12)

9.4

Assessor role

The assessor was not required to do anything extra to develop a classification grouping or urgency
rating for applicants; the Tool automatically used the data collected during the assessment to
allocate the person being assessed into one of the classes. As more information is collected
about the applicant, the class that the person has been allocated to may change.
The illustrative re-ablement rating was not made available to assessors prior to the Trial. Instead,
we asked the assessors to rate each applicant’s ability to benefit from re-ablement services and
identify the information that informed their decisions.

9.5

Data Analysis and Client Classification Matrices

The client classification matrices were developed to determine the overall client classification and
to examine urgency/priority and re-ablement potential. These ratings are based on the functional
group (high, medium and low function) in relation to risk. An applicant is classed as being at high
risk if a carer is not available to provide necessary care and they are classified as low risk if a
carer is available or a carer is not required. For applicants that did not complete the carer profile
trigger questions the assumption is made that these applicants did not require a carer (e.g. Low
Risk). The three system-generated ratings were available for most clients, and the scores were
examined in relation to the level of assessment, the number of services required and referrals
made to Level 3 assessment agencies.
In Section 9 an alternative 4-level grouping of function was explored (high function, medium
function, moderate to low function and low function) and this proved more sensitive to differences
between applicants in their Functional Profile scores. By combining the two ‘moderate’ groups in
this functional classification scores for the three ratings were also derived. In this section analyses
examine the classifications and ratings based on the original Functional Profile grouping and this
later model.
9.5.1 The Generic Patient Classification System : Results
The distribution of applicants by generic class, who completed the trigger questions, is depicted in
the tables below. The generic classification system is based on the functional group for the
applicant (e.g. high, medium/low or variants of this; the trigger questions if available and the
identification of risk – whether the applicant needs a carer and has one or not).
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It should be noted the sample that answered the trigger questions will exclude many applicants
who were on the One Service Only-Functional Assessment Pathway and thus it does not give a
complete picture of all those applicants that completed the Functional Profile. As can be seen
there is very sparse data for the ‘high risk’ groups in the ‘triggers’ sample – e.g. those applicants
that need a carer but do not have one.
Table 42
Distribution of Applicants by Generic Class: Standard Functional
Profile Grouping (Triggers Sam ple N = 774)
Need
Medium Function
Risk

Low Function

With significant
psychosocial or
other problems

With no
significant
psychosocial or
other problems

High Function
(but may have
other problems)

High

Class 1 = 3
0.4%

Class 2 = 31
4.0%

Class 3 = 18
2.3%

Class 4 = 3
0.4%

Low

Class 9 = 43
5.6%

Class 10 = 280
36.2%

Class 11 = 259
33.5%

Class 12 = 137
17.7%

In order to overcome the data issues in Table 42 further investigation was undertaken to see if an
approximation of generic class could be formed for those applicants that did not complete the
Trigger Questions. It was found that the Functional Profile itself could provide an approximation to
the generic classification if the following assumptions were made:
§
§

Applicants that remained on the OSO pathway were of sufficiently high function to not require
a carer and thus their risk was classified as ‘low’
For applicants without responses to the trigger questions the presence of ‘significant
psychosocial or other problems’ was determined by the responses to questions FP08
(presence or absence of cognitive signs) and FP09 (presence or absence of behavioural
issues) in the Functional Profile.

Using the above rules it was found that it was possible to derive a generic class for 1011
applicants, including those on the OSO with Functional Assessment Pathway, and this data is
shown in Table 43 below.
Table 43
Distribution of Applicants by Generic Class: Standard Functional
Profile Grouping (ALL; N = 1011)
Need
Medium Function
Risk

Low Function

With significant
psychosocial or
other problems

With no
significant
psychosocial or
other problems

High Function
(but may have
other problems)

High

Class 1 = 3
0.3%

Class 2 = 31
3.1%

Class 3 = 18
1.8%

Class 4 = 4
0.4%

Low

Class 9 = 45
4.5%

Class 10 = 302
29.9%

Class 11 = 331
32.7%

Class 12 = 277
27.4%
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It is thought that Table 43 above gives a more realistic representation of the distribution of the
applicant sample across the generic classes and may be a more useful guide for resource
estimates than Table 42. For example, it reflects the greater proportion of those in Class 12 when
applicants from the OSO FA pathway are included and thus gives a better picture of the generic
classification classes for the sample overall.
The generic classification system uses a Functional Profile Grouping that is based on the
Functional Profile Total Score. As discussed in Section 9 it was found that a 4-level grouping of
Functional Profile Total Scores was the most sensitive to differences between applicants although
all groupings examined (such as the one used in the Table 42 and Table 43 above) were effective
(refer Section 9). For the following analyses the 4-level Functional Grouping was used.
Additionally there was a change made to the classification rules for generic class that assigned
any case that triggered the Dementia Profile to a Low Function Group. It can be seen that the
alternative functional grouping assigns considerably more cases to the Low Function with Low
Risk group.
Table 44
Distribution of Applicants by Generic Class: Alternative
Functional Grouping (ALL; N = 1011)
Need
Medium Function
Risk

Low Function

With significant
psychosocial or
other problems

With no
significant
psychosocial or
other problems

High Function
(but may have
other problems)

High

Class 1 = 20
1.9%

Class 2 = 14
1.4%

Class 3 = 18
1.8%

Class 4 =4
0.4%

Low

Class 9 = 204
20.2%

Class 10 = 159
15.3%

Class 11 = 326
31.3%

Class 12 = 266
26.3%

As can be seen from Table 45 below generic classes 1, 2 and 9 require the greatest number of
services. The ‘High Function’ and ‘Medium Function with No Problems’ groups require
significantly less services. Even though there is a very significant interaction (p < 0.000) between
generic class and the number of services required, some cells in this matrix were poorly populated
which can skew the data analysis. In Table 46 a number of these class groups have been
combined to overcome these data issues and it can be seen the F value increased substantially as
a result. These analyses provide good evidence that the generic classification system can be
used to identify resource groups and can potentially provide the basis for a casemix classification
for Community Based Aged Care.
Table 45
M ean Num ber of Services Required by Generic Class (Alternative
Functional Grouping)
Need
Medium Function
Risk

Low Function

With significant
psychosocial or
other problems

With no
significant
psychosocial or
other problems

High Function
(but may have
other problems)

High

Class 1 = 4.00
(N = 14)

Class 2 = 3.75
(N = 12)

Class 3 = 2.29
(N = 14)

Class 4 = 1.33
(N = 3)

Low

Class 9 = 3.28
(N =123)

Class 10 = 1.84
(N = 103)

Class 11 = 1.73
(N = 181)

Class 12 = 1.22
(143)

Analysis of Variance: F = 22.43; df = 7, 585; p < 0.000
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Table 46
Risk
High Risk
Low Risk

Num ber of New Services Required by Com bined Generic Classes
Need
Low Function, and
Moderate Function
Moderate Function
with No Problems
with Problems
and High Function
3.88 (N = 26)
2.12 (N = 17)
2.62 (N = 226)

1.51 (N = 324)

Analysis of Variance: F = 31.03; df = 3, 589; p < 0.000
It is noted that in Table 45 and Table 46 above only new services that the applicants required have
been counted. Approximately one quarter of the functional assessment sample (24.3%) was
already receiving some aged care services and one might suspect therefore that the total number
of services required might thus be less. The following analysis includes the data for these cases
and it can be seen that increases the means and presents a more comprehensive picture of how
many services may be required (including those that are already received) by generic class.
Table 47
Groups
Risk

Services Required and Received by Com bined Generic Class

High Risk

Low Function, and
Moderate Function
with Problems
4.38 (N = 26)

Low Risk

3.33 (N = 226)

Need
Moderate Function
with No Problems
and High Function
2.53 (N = 17)
1.88 (N = 324)

Analysis of Variance: F = 33.83; df = 3, 589; p < 0.000
Generic classification classes were also examined by the number of ACAT/ACAS referrals and
there was a highly significant association with generic classification class (F = 23.17, df 3, 1006,
p< 0.000). For the Low Function and Moderate Function with Problems group there was a higher
rate of referral (14.3%) to Level 3 than for the higher function groups (9%). There was also an
extremely significant association between the Level of Assessment and the generic classification
class (Pearson Chi Square = 291.09; df = 6, N = 1011; P < 0.000). This data is grouped and
summarised in Table 48 below. As may be anticipated the low function groups have a much
higher rate of Level 2 Assessment than is true for the other classes and for the high function
classes a Level 1 assessment was undertaken by most of these applicants. Overall 45.4% of the
applicants whose function was assessed required a Level 1 Assessment (OSO and Standard
Level 1 Pathways combined) and 54.7% were given a Level 2 Assessment which included most of
the 9% of applicants given a functional assessment who were referred to a Level 3 Agency for
further assessment.
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Table 48
Risk
High Risk

Low Risk

Level of Assessm ent by Com bined Generic Class Groups
Need
Low Function, and Medium
Moderate Function with No
Function with Problems
Problems and High Function
Level 1 =0 (0%)
Level 1 = 13 (59.1%)
Level 2 = 28 (82.4%)
Level 2 = 7 (31.8%)
Refer to Level 3 = 6 (17.6%)
Refer to Level 3 = 2 (9.1%)
(N = 34)
(N = 22)
Level 1 = 49 (10.8%)
Level 1 = 389 (65.7%)
Level 2 = 248 (53.1%)
Level 2 = 185 (31.3%)
Refer to Level 3 = 66 (18.2%)
Refer to Level 3 = 18 (3%)
(N = 363)
(N = 592)

As can be seen from these analyses the Generic Classification is strongly associated with a
number of variables (number of services required, level of assessment, referral for Level 3
assessment) that are used as proxies for resource utilisation and the costs of service provision. It
indicates there would be much merit in developing a casemix classification for Community Aged
Care. However to do this a further study would be required which would actually obtain actual cost
data concerning services received and this would require a further and separate piece of work.
The cost of services will, of course, vary by the type of service. From this initial data it is
suggested that some revisions to the classification system could be considered as, for example,
Class 4 appears to be poorly populated and may be better merged with another class. Similarly it
may be useful to explore other factors, in conjunction with carer need and availability, that could be
used for the determination of ‘high’ and ‘low ‘risk. Such factors might include the complexity of the
health condition and the presence of cognitive issues.
9.5.2 Urgency and Re-ablem ent Ratings
Urgency

Table 49
M apping of Generic Classification Class to Urgency and Reablem ent Ratings
Generic Classification Class

Urgency Rating

Re-ablement Rating

1

1

Low

2

1

Medium

3

2

Medium

4

5

Medium

9

5

Low

10

6

Medium

11

8

High

12

9

Low

In an earlier part of this section it was shown how the Generic Classification Class (GCC) could be
used to derive urgency and re-ablement ratings and this matrix is depicted in Table 49 above.
Based on the data analyses provided in the preceding section concerning the Generic
Classification System a minor change has been made so that GCC 9 has been given an urgency
rating of 5 rather than 6 as originally proposed. This is because applicants in this class have low
function, they require on average 3 services, and a number of these applicants have cognitive
issues. Thus this class appears to contain applicants with more complex needs that may require
more urgent attention.
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There were 5.1% of applicants that received a ‘very urgent’ classification of 1, or 2 – these people
have low or moderate function and require care as they do not have a carer. There were 20.6% of
the applicants that received an urgency rating of ‘5’ which is considered ‘urgent’. Most of these
applicants had low function and complex needs. Most have a carer but there were 4 applicants’
that had higher function but needed a carer/care – probably as the result of an acute health
episode. There were 15.7% of applicants whose urgency could be considered ‘moderate’ (a rating
of 6) and 32.2% of applicants that had an urgency rating of ‘moderate to low’ (a rating of 8). There
were 26.3% of applicants that had a low urgency rating (a rating of 9) – generally these applicants
have high function and usually only require one service.
The Urgency Rating was examined by Level of Assessment and the Pearson Chi Square = 376.37
(df 10, N = 1011) indicated a highly significant interaction. This indicated that people who required
a more substantial level of assessment had greater urgency and priority for service provision.
Three groups were formed from the 6 urgency ratings (higher = 1, 2,5, moderate to lower = 6,8
and lower urgency = 9) and this indicated that a higher degree of urgency (F = 70.37 ) was
associated with the number of new services required. Thus it appears the Urgency Rating works
appropriately and could form a useful tool for prioritisation.
In the time available it was not possible to automate the system urgency rating within the webbased platform and in some ways this was considered fortuitous. If a system urgency rating is
incorporated in the tool it should be expressed in words (such as high, moderate, moderate to low
and low) rather than in numbers. As the project team was trying to align the classification and
urgency ratings to existing numeric ratings that were used it was felt the use of numbers could give
quite misleading impressions. A rating of 5, for example might imply a moderate urgency rating
whereas this rating applies to an urgent class. Assessors in their urgency ratings rated the
urgency of particular services required and did not form an overall urgency rating for the applicant.
If an overall system rating of urgency is shown it is thought this may better be shown at the end of
the Action Plan as a review mechanism rather than it having the potential to affect or bias the
assessor’s ratings of service urgency at the time they are making these decisions.
Re-ablement Ratings

As discussed earlier there is little evidence available as yet to identify what particular factors
indicate a capacity to benefit from re-ablement and rehabilitation services. The system ratings for
re-ablement were based on the highly speculative notion that there may be a curvilinear
association between re-ablement potential and functional status (e.g. people with either very high
or very low function may benefit the least). It was also considered that those identified as being at
high risk may need to have their risk issues addressed before they had the capacity to benefit from
a re-ablement program.
The system generated re-ablement ratings were compared with assessor ratings of re-ablement
potential and it was found there was very little agreement between these ratings (rs = 0.05; p >
0.05). One of the reasons for the poor level of agreement is that assessors considered that some
of those with high function had a high capacity for re-ablement whereas the system rated these
applicants as ‘low’ as they already had a very high level of function and thus the room for
improvement may be slight. However, as assessor’s indicated in their comments quite a number
of these clients had recently had an acute short-term illness or similar event which may allow for
the potential for them to return to their pre-event level of functioning with the assistance of a reablement program. Better agreement between the ratings could be achieved by changing the
system rating for this class to ‘medium’ or ‘high’ but that is at the cost of developing a rating
system which does not differentiate well between applicants as most applicants and nearly every
class is then assigned a rating of ‘medium’. This is an area where more work and investigation is
required.
The factors that appeared to influence the assessor’s ratings were such issues as the complexity
and severity of the health condition, whether the health problems were chronic or short–term,
whether the client had been in receipt of services for a long time, and the motivation of the client to
improve their level of function and whether they desired to become more independent. Applicants
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were considered to have low re-ablement potential if they had chronic and compIex health issues,
if they were palliative or dying, if there were cognitive issues, if they had been receiving substantial
services for a long time or if there was no motivation or interest in increasing their level of
independence.
The correlates of the assessor’s ratings were also examined. There were small (e.g. about rs =
0.15) but significant correlations (p < 0.05) with signs of memory problems and confusion (FP08),
gender, (males rated lower for re-ablement potential) and an ADL subscale which just included
items on walking and bathing. There were trends (p < 0.10) for the Dementia Profile trigger item
(TR07) and a combined measure of new services required and existing services used by the
applicant. Many of these are indicators of case complexity but it is interesting that assessor’s are
rating males as having less re-ablement potential. Notable is there were no significant correlations
with any of the measures of functional status apart from the one ADL variable alluded to above.
It is noted in the current tool that was used for the trial that there is no good summary indicator of
the complexity of the health condition which could prove useful both for screening purposes and
re-ablement ratings. In the revision of the Assessment Tool we have moved an item concerning
health conditions that affect the ability to undertake everyday tasks to early in the assessment
process and it may be that such an item could serve as a proxy for health complexity.
Consideration of re-ablement potential is an important goal within the assessment system. While
in the interests of equity it is important to have a nationally standardised and equitable system of
assessment (linked with associated service provision) it is also important for assessors to explore
opportunities for re-ablement during the assessment process. The Assessment Tool contains a
number of items which allow the assessor to explore both re-ablement and consumer directed
care considerations throughout the assessment process. There are a number of items within the
Assessment Tool that address why applicants are contacting the assessment service, their goals,
the services they are requesting (e.g. their ‘wants’) and the applicant’s expectations concerning
what will change if the requested services are provided. A text box for many of these items has
also been included. It was evident from the feedback received that some assessors were of the
view that ‘re-ablement potential’ and ‘consumer directed care’ were issues that the services
referred to would address rather than these philosophies being central to the assessment
approach. This is an issue that may need to be addressed through appropriate training/retraining
during the implementation of the Aged Care Gateway..
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10 Feedback from ACAT/ ACAS
Part of this Field Trial was to test the appropriateness of referrals to Level 3 (ACAT) assessment
identified using the Tool. ACAT assessors are the best judge of this appropriateness and we
needed to get the feedback directly from them.
ACAT assessors who received referrals were asked to provide feedback on the referrals sent to
them using the application. However, response rates were quite variable; an extensive amount of
feedback was received from ACAT in SA, due to ACAT assessors being able to easily provide
direct feedback on the referrals through the SA e-referral system. Some anecdotal feedback was
provided by ACAT in Hobart through the TasCarePoint. Victorian ACAS feedback was received in
a report from the ACAS involved in the trial.

10.1 South Australian ACAT feedback
Assessors were asked to provide feedback on referrals sent to Level 3 type assessment by
Access2HomeCare assessors using the tool.
Table 50 shows the number and percentage of referrals that the ACAT assessors judged to be
appropriate referrals.
Table 50

Appropriate referrals to ACAT/Com prehensive Assessm ent
Number

Percentage

Yes

84

89%

No

10

11%

Total

94

Table 51 shows the number and percentage of assessors who reported that they found the
assessment summary information useful as background information on the client.
Table 51

Usefulness of assessm ent sum m ary inform ation
Number

Percentage

Yes

47

51%

No

46

49%

Total

93*

* One assessor did not provide a response
South Australian ACAT feedback indicates that referrals are generally suitable but that the referral
form needs to be redesigned to provide more useful information to ACAT. There is currently an
effective and efficient referral system in South Australia for sharing this information. This
information has been considered as the revision of items to be completed by Fast Track applicants
now included the screening items in the new Health and Function Overview.

10.2 Tasmania feedback
The Project Team interviewed the managers of Southern Tasmania ACAT on the 2nd and 4th of
July 2013. They reported that all the referrals that they had received were appropriate, and that
the information that was provided via the referral form for those clients who had undertaken a
Level 2 assessment was useful for the ACAT assessment. However, the information contained in
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referrals for clients on a ‘Fast Track’ to Level 3 pathway was inadequate. The recommendation
from the Southern Tasmania ACAT was for all community based clients who require a Level 3
assessment to undertake a Level 2 assessment as this provides a good overall picture of the
client. ACAT assessors who received a referral for a client who had undergone a Level 2
assessment reported that having the demographic information and assessment summary
information reduced the time of the Level 3 assessment and allowed the clinician to focus on the
purely clinical nature of the Level 3 assessment.

10.3 Victorian ACAS feedback
An ACAS feedback report was received from Victoria. The report clarified that only direct referrals
to Outer East Aged Care Assessment Service (ACAS) were included in the trial with an estimated
10 referrals expected. Overall the feedback from ACAS was positive in regards to referral
information received except in the case of ‘Fast Track’ referrals where the ACAS indicated that
insufficient information was received to enable ACAS to action the referral.
It is noted that the ACAS’s confirmed that client information provided by the trial site assessment
agency was accurate. The ACAS ‘trusted’ the assessment information due to the fact that the
assessors in the Victorian trial site who had undertaken the assessment and made the referrals
were health professionals.
Five referrals were received by ACAS in total during the trial period. Three referrals from people
on different pathways were received; and in all instances these were considered as appropriate
ACAS referrals.
ACAS Referral from the One Low Level Service with Functional Assessment
§
§
§

§
§

Provided a brief summary of issues, goals, other referrals, accommodation, GP, Next of Kin
Functional profile and medical conditions.
Although brief it provided the necessary information to triage appropriately and proceed.
The "Hope to change" and "Goals of care" fields are a great inclusion; it is discussed at
assessment but useful to know client and family expectations from referral so it is clear from
the beginning that clients and their carer(s) are involved in decision making regarding their
care'
As health professionals completed the low level service with functional assessment at the point
of referral via Direct 2 Care the information provided was accurate'
The information provided was relevant for ACAS to determine their response and helped
prevent the client being asked the same information by numerous agencies.

Standard Level 2 Assessment
§
§
§
§
§

As above, the information captured in the Standard Level 2 Assessment led to appropriate
referrals being made to ACAS. lt included reference to the services required, services in-situ
and referrals made along with the main issues for the client being represented.
This referral provides more comprehensive information. This includes an expanded functional
summary which has information regarding cognitive functioning and the impact of this on
activities of daily living.
lt highlights the carer situation, carer stress and key concerns which include if the carer
requires education to perform certain tasks to assist in their caring role'
This enabled the referral to proceed as it helped to highlight the urgency in which ACAS would
need to respond- therefore assisted with triage by the intake clinician and allocation to the
appropriate ACAS clinician.
The information provided was relevant for ACAS to determine their response and helped
prevent the client being asked the same information by numerous agencies.
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Fast Track to Level 3
§
§

Very basic information was received with a lot of the demographic information missing'
lf this was the only document received, it would result in the need for the intake worker at
ACAS to spend considerable time in collecting further information either from the referrer or
from the client directly.

Issues identified
lssues identified regarding the NAF level 3 summary/referral information received:
§
§
§

§
§
§

§
§
§
§

No information re COB/CALD / interpreter needed etc. in Fast Track referral.
No gender/ marital status in Fast Track referral.
No contact person/ comments in one referral. Note: Carer / contact person / Guardian
information is an essential component of a referral to ACAS. If a client has memory loss /
dementia and as a result ACAS are unable to contact the client directly to arrange the
assessment, the ACAS cannot action the referral. ACAS needs to have the contact details of
the most appropriate person to liaise with regarding the arrangements for a home visit
assessment.
No GP in Fast Track referral.
No benefits/DVA in fast track referral.
Does not list other referrals made. This would assist in gaining a clear picture of the client
journey. This could lead to unnecessary duplication, inefficient use of resources and time
delays. This also impacts on the ACAS clinician’s ability to triage appropriately as a clear
picture cannot be determined without recontacting the referrer and client.
Functional ability and medical history are not included in the Fast Track summary.
The reason for referral is limited in terms of number of characters and therefore creates
problems with being able to adequately capture the main issues'.
The summary allows 400 characters only so very brief, for complex clients with multiple
medical issues; the NAF level 3 summary misses a lot of necessary information.
Development of a separate field may allow more information in the summary and assist with all
areas of intake, triage and allocation'.

ACAS recommends that the Fast Track to Level 3 assessment also have the comprehensive
information included in it that is included in the Low Level with Functional Assessment and the
Standard Level 2 Assessment.
In response to the feedback received as part of the trial from ACAT / ACAS changes to the fast
track to Level 3 pathway have been made in the revised version of the tool. More information is
now gathered for all fast track to Level 3 referrals to enable the Level 3 assessment agency to
action the referral without needing to duplicate the process of gathering basic information about
the client.
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11 Assessor Feedback: Results
The Assessor Feedback form is contained in the evaluation section of the web platform (refer to
Appendix 3). Assessors can complete an evaluation form for the OSO and the Standard
Assessment Pathways. As of June 28th 2013 526 assessor feedback forms had been completed.
The Assessor Feedback form contains questions about the following:
§
§
§
§
§
§
§

How the assessor found using the tool with the application.
Was there any important information missing from the assessment tool. If yes, what was
missing and why is it important.
The assessor’s judgement regarding the client’s ability to benefit from re-ablement services
and what the key pieces of information were that informed their rating the client (to test the reablement rating).
How confident the assessor felt in the outcomes of the assessment.
How efficient the assessor finds the assessment process.
If the assessor thought that the assessment helped clients to identify their goals.
Any other comments the assessor would like to make.

11.1 Assessor Feedback: Overview
At the completion of the trial 526 Assessor Feedback forms had been completed but not all
questions were answered by the assessors. Feedback forms were provided for approximately
50% of the assessments.
Overall 64.8% of the assessors were satisfied with the Assessment Tool and 30.4% of this group
also chose to provide additional comments. Thirty-five percent of assessors were dissatisfied with
the assessment tool and 8.3% of this sub-group also provided further comments. It was noted that
the majority of comments indicated that the main causes of concern were about issues with the
Field Trial information technology system rather than the tool content itself and thus it is thought
the satisfaction rates might be influenced by this factor. These comments are discussed in the
following section.
Satisfaction levels were higher for the One Service Only with Function pathway (75.6%). than the
Standard Assessment Pathways (64%). The One Service Only with Function Pathway is only
slightly shorter that the Standard Level 1 Assessment pathway but the satisfaction rate for the
Standard Level 1 Pathway was lower at 58%. Given the similarity between these two
assessments it is hard to discern what might be the cause the differences between these ratings.
For these 2 categories combined the overall satisfaction rate was 66%.
There were very few assessor feedback forms completed for the OSO without Function Pathway
(N = 38 of 184 applicants) and this is a very small proportion of that sample but there was a lower
satisfaction rate for assessments that used this pathway (48%).
The satisfaction rate for the Level 2 Assessment was 66% despite it being a more lengthy and
complex assessment.
The rates for assessor feedback across the States varied considerably with Victoria having the
highest rate of form completion (78%) whereas very few assessor feedback forms were completed
by assessors from Tasmania. The assessors from Victoria also had the highest overall
satisfaction rate of satisfaction with the Tool (86%).
Assessors indicated they were confident or somewhat confident in the outcomes of the
assessment for 83%of the assessments. With regard to efficiency 60% of assessors found the
tool to be adequate or very efficient but this might well reflect some issues with the capacity of the
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web system (see below). The assessor comments provided below provide a number of
suggestions for improving efficiency.

11.2 Assessor Comments: Detail
Question AFO2 asks whether the assessment form has missed any important information and
59.5% of assessors felt that some additional information was required. The following Questions
AFO3 and AFO4 concern the provision of details about any important missing information (AF03)
and explaining why this is needed (AF04). The assessors have provided extensive comments in
response to these items. The 185 responses can be categorised into the 12 ‘themes’ as follows:

Table 52

Assessor Com m ent Them es

Comment
category

Description of category

1

Need to add free text boxes

2

need to gather health information for all clients – even clients needing a single
basic service (referring to the OSO-NFA pathway)

3

not enough information collected during the assessment to provide the
necessary information for referral to service providers

4

question missing – client data

5

question missing – carer data

6

question missing – service provider data

7

problem relating to trial ICT

8

correct assessment pathway not triggered

9

face-to-face assessment required due to nature of assessment

10

need to be able to record when client terminated assessment

11

client requiring re-assessment need a shorter assessment

12

assessment tool too lengthy

Over half of the responses included a request for free text boxes. Reasons for this were to
document the context or ‘story’ behind the standard responses to questions. Examples of this
included:
§

§

§

§

an overview of the client’s current situation outlining which health conditions are currently
affecting the client’s ability to function and details regarding how the client is so affected. For
example: a client’s heart problems cause her to be breathless and tire easily therefore she
needs assistance with housework;
details of the client’s family and or social situation and any current issues such as family
conflict, abuse etc. and to record where family support and social situations have recently
changed. Examples of this are where a client with dementia and is aggressive towards their
carer; where a client and her daughter disagree about the current unmet needs of the client
and where a previously involved carer has recently withdrawn support;
the description of the current mobility aids and equipment that the client has and if these are
being used. For example, the client may have a walking stick but does not use it outside (or
inside) the home. Another example provided to highlight this issue was that the assessor also
completed the additional components of their standard assessment for the client and
discovered in this process that the client lived in a town house with 15 steps.
even for a one service only assessment there was a request for free text boxes to enable the
assessor to document any behaviour and or cognition issues;
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§
§

where a client has been identified as experiencing loneliness, a free text field could include
details of current social supports and strategies for addressing social isolation;
the provision of more background information regarding carer stress.

For over half of the responses, and highlighting another key theme throughout the assessor
feedback included the need for the assessment to result in enough information being collected to
provide the necessary information for a referral to service providers. This was seen as important
in ensuring that the service providers accepted and prioritised the referrals according to client
need and their current situation. An example of this was a situation where the carer, who
manages well and whose support is sustainable long term needed assistance in caring for her
parent when she was away for a number of weeks on holiday. Without this additional information
being recorded this client would be considered a low priority for services.
Almost one third of the responses were regarding the need to collect some basic information about
health conditions that are essential in determining an appropriate service response for client on a
single basic service pathway. The most common example of this is of a client who has diabetes
who requires a meals service. This health information is critical for determining not only what
meals services are appropriate to assist the client but also to enable the meals service to
commence service immediately without the need to re-do the assessment.
Suggestions re questions that need to be added included the following:
§
§
§
§
§
§

need to record the client’s ‘preferred name’ as this may differ from their full name;
a space for mobile phone in client, carer and service provider details is required;
additional questions regarding falls risk are required to determine if the client requires a
personal alarm;
questions regarding current aids and equipment in the home at Level 1;
additional questions regarding how the client currently manages mobility and transfers;
questions regarding OH&S issues for service providers such as dangerous pets.

One assessor summarised the need to collect more information at Level 1 as follows:
‘Whilst the Level 1 service assessment is quicker to complete, I feel that it really doesn’t
capture much for the client’s situation. It does not allow the assessor to justify why the
client would be eligible for the service, as we are not able to add additional information’
	
  
This issue could be addressed with the inclusion of a text box in the client summary.
Comments relating to problems with the trial ICT, primarily due to its slowness on occasion can be
addressed in the Aged Care Gateway by ensuring that the ICT application has sufficient capacity
for the number of assessors who will be using the tool at the same time. Other problems relating
to the ICT such as the ‘incorrect assessment pathways being triggered’ and ‘need for face-to-face
assessment’ can be overcome by more extensive training and ongoing back up in the use of the
tool as a ‘decision support not a decision making’ tool and to provide further advice on how to
change the client pathway or mode of assessment where required.
One assessor made the following comment indicating that their experience was that the tool was a
decision making tool and not a more flexible decision support tool:
‘The assessment tool ‘forced’ my choice to escalate to a Level 3. When I indicated in the
‘action plan’ that I did not think a Level 3 assessment was required, it did not allow me to
choose a lower assessment level.’
There were a few comments that related to the need to have a section of the assessment tool to
record if the client terminates the assessment and to document the reason for this.
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It is important to remember in the design of the assessment tool for the Aged Care Gateway that
most of the clients who will require assessment will already be in the aged care service system.
For this reason, these clients who actually require a ‘re-assessment’ will need to be asked a
summary set of questions to determine the current situation and changes since the previous
assessment. Situations where clients need to move fluidly around the assessment process and go
‘backwards’ where required from a Level 3 assessment to a re-assessment for more basic
services will need to be catered for flexibly.
In what appears to be a direct contradiction to the request for additional questions in the
assessment were requests from only thirteen assessors for the assessment to be reduced in
length.
The key to achieving the right number and type of questions in the needs assessment appears to
be directly related to the ability of the assessor to use the information to make effective referrals to
service providers.
Additional comments

The tool included the opportunity for assessors to provide any additional feedback (AF10). By the
end of the trial 187 responses were received, the themes of which were consistent with those
identified in the earlier feedback fields (AF03 & 04), listed above. There were 47.6% of comments
that related to the tool, 43% of comments that related to the web system and 9% that related to
other issues.
Of the 187 responses, 81 comments were regarding problems with the trial ICT. Mostly this was
due to the slowness of the system at peak times when there were more assessors on line at one
time than the system had been specified to accommodate. Many assessors commented that the
clients were very patient and understanding regarding the slowness, however, one comment
stated that the informant had to terminate the assessment as it was taking too long.
Comments made in response to AFO3 and AFO4 were also made in this section. Key themes of
the comments were:
§
§
§

need for free text boxes
face-to-face assessment would have been more appropriate for this client (note this comment
reflects the practice at the trial site rather than an inflexibility with the tool design in regards
mode of assessment) and
Level 2 assessment too lengthy.

Other comments made fell more broadly into the area of difficulty communicating to clients /
informants the reason for some of the questions. The question that assessors had most difficulty
explaining to clients / informants was the ‘goal setting’ question. For clients who do not
understand the concept of ‘re-ablement’, in particular for one client whose assessment was
conducted with an interpreter, the assessor needed to explain the intent of the question. Where
an informant was making the referral, they were in some instances unable to answer the goal
setting question on behalf of the client.
A number of suggested changes to items were made regarding refining / rewording questions and
other improvements to the assessment tool. These are:
§
§

Allowing multiple options to be selected in any ‘list’ response. An example of this is the
functional profile questions regarding medication (FP04) and finances (FP05). Some clients
are unable undertake these tasks due to both physical and cognitive reasons.
Do you ‘leak’ or ‘lose control’ with liquid stool? This needs to be changed. (Note: this is a
standardised question and the assessor didn’t provide a reason as to why the change was
required).
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§

§
§
§

QT07 – ‘Does the applicant need help with money management, medication management and
is there evidence of cognitive decline’ was seen to be too inclusive and not sensitive enough
for clients who require assistance with finances and medication but for reasons other than
cognition. These clients were triggered onto the Dementia profile when it was not appropriate.
(Note assessors have not read the question carefully as it is clear there must be evidence of
cognitive decline but some rewording may make this clearer.)
Shopping assistance should be added to the services provided.
Consider using ‘drop down’ boxes including lists for questions such as Health Conditions.
Dropdown boxes for questions such as Date of Birth are not the most effective method for
entering this type of information.

A few assessors suggested that home modifications be included in the list of single basic services.
One comment regarding this was:
The Occupational Therapy diagrams have been forwarded by an OT and home
modifications could be listed as a single basic service in this case, but as there was no
home modifications box to tick, I had to do a Level 1 assessment’.

11.3 Clients with special needs
South Australia reported the following in regards assessment of people with special needs:
‘The only Level 1 or 2 assessments that are conducted face-to-face have been for
Aboriginal and Torres Strait Islander clients who are fast tracked to an appropriate
assessment agency (i.e. Domiciliary Care or Aboriginal Home Care) or Culturally and
Linguistically Diverse clients where language/culture makes it inappropriate to complete an
assessment on the phone. These clients are sent to Ethnic Link for the assessment to be
completed’.
Feedback from assessors who conducted assessment of people with special needs is:
‘I had some difficulty in translating the questions, needed more time to explain the concepts
more than the actual words, particularly around goals and the four options given. During
the face-to-face assessment the iPad was taking so much time in the saving process that
my Greek interpreter had to engage in some social chit chat and then it was difficult to refocus the client on the next set of questions.’
‘The client did not want an interpreter which made it more difficult to communicate over the
phone. I believe it would have been easier to communicate in person.’
‘The client spoke English well but sometimes it was difficult to understand her over the
phone. I feel this would not have been an issue during a home visit.’

11.4 Assessor Feedback sessions
After the completion of the Trial the Evaluation Team conducted feedback sessions with the teams
of assessors at their sites. The aim of these sessions was to identify:
§
§
§
§
§

How the tool worked in their setting
How the tool could be improved
Problems with the tool
Their thoughts about consumer directed care and re-ablement
Experiences of assessment.

The details of these sessions are listed in Table 53.
Table 53
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Location

Date/s

Access2Home Care (Adelaide)

24th June 2013

Yarra Ranges, Dandenong, RDNS, Direct2Care (Melbourne)

1st July 2013

TasCarePoint (Hobart)

4th, 5th July 2013

Community Care Access Point (Sydney)

9th July 2013

A number of issues were identified that were common to all sites, and some that were unique to
particular sites. These issues are noted below and we will consider which of these issues need to
be addressed in the Final Report.
11.4.1
§
§
§
§

§
§
§

§
§
§
§
§
§
§
§
§
§
§

The web platform was slow and unresponsive and made it difficult to hold conversations with
clients and record the information provided.
Make navigation easier – the tool must not drive the assessment.
All items should be one screen – Assessors should not have to scroll down or across
Fast Track to Level 3 was a good idea, but, in practice, due to waiting times for ACAT/ACAS
assessments and the provision of packages or residential care, interim services had to be
arranged. These meant that Level 2 Assessments needed to be completed in order to arrange
services.
Information about current health conditions should be brought into Level 1 Assessment as this
may inform understanding of needs and provide information for services.
There is a need for an Alerts section that highlights risks such as Occupational Health and
Safety issues that may pertain to follow-up home visits.
Some assessors suggested that every question needed to have accompanying text/comments
boxes. Many questions were not clear-cut. One assessor made the comment “No-one’s life is
black and white”. On the other hand a number of assessors suggested that the tool needed to
be shortened and the addition of text boxes for every question is seen as unnecessary and
would substantially increase assessment time.
Responses to questions should sometimes include “Select all that apply” rather than “Select
one”.
To organise and follow-up referrals is very time consuming – often longer than the assessment
itself – Assessors need to know that referrals have been accepted before they can close an
assessment.
Important to see previous assessment history of applicants.
The K10 and Continence questions were too detailed, and maybe should be replaced by single
trigger questions for referral to GP or continence service.
Standardise contact information fields.
Important for assessors to know service providers and have good relationships with them to
ensure adequate provision of services for clients, and it is also important to know the local
context in order to provide better informal supports.
Reablement and Consumer Directed Care are good ideas, but should be left to service
providers to negotiate.
Good assessors have some knowledge and experience of issues relating to ageing, how to
listen to and converse with people, knowledge of the service system and commitment to client
well-being. Assessors need to be able to build a rapport with applicants.
Many clients had problems with the idea of “Goal of Care” as they just wanted services.
A web version to enable entry of initial client information is a good idea.
Referrals need a text box to provide overall narrative.
11.4.2

§

Com m on Issues

Issues particular to one or m ore sites

Need better definitions of the ranges of social support, e.g. volunteer visiting, help with
shopping, day care centre.
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§
§
§
§
§
§
§
§

Replace the idea of friendship with social isolation.
GP and service provider contact information should be automated.
If the referrer is the carer, that contact information should be used in the carer profile.
Level 3 referral information was better for some sites than current referral information; for SA it
was not considered as good as for their current system.
Some concepts in the psychosocial profile did not translate well for clients from CALD
backgrounds.
Needs a communication section to record enquiries from and contacts with other parties in the
course of undertaking the assessment and organising referrals, e.g. referrers, family members,
service providers.
Key circumstances need more clarification, e.g. hospital discharge – type of event and dates.
Referral information should include list of other referrals made for the client.
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12

Consumer feedback

12.1 Assessment Completion Feedback
The Assessment Completion component of the Assessment Tool asks all applicants on the OSO
and Standard Assessment for Services Pathways (Level 1 and Level 2) the following questions:
§
§
§

Do you have any feedback that you would like to make about this assessment process?
If ‘Yes’ what are your suggestions for improving the assessment process?
We would like to mail you a short survey about this assessment. Do you give us permission to
do this?

By the end of the trial this section had been completed by 675 applicants. Of these 675 applicants
78 indicated they would like to make a comment (11.6%). Overall 5.6% of the 675 applicants
made a comment that the Assessment Tool was too long (largely Level 2 applicants) although
some also indicated that while it was a bit long at the same time it was very thorough. Forty-five
out of 675 applicants made positive remarks such as the assessment was thorough and
appropriate or that they had enjoyed the assessment experience (6.7%).
With reference to the willingness to be mailed the consumer survey 149 out of 675 applicants
indicated they were prepared to be sent a survey (25%). As indicated in Section 7.2 some
participating sites declined to participate in this activity.

12.2 Consumer survey results
Responses received

Two hundred and sixty surveys were distributed to the various sites during the course of the trial
and as of the end of the trial 60 responses have been received and analysed.
The vast majority of survey respondents answered all or most of the twelve questions.
Respondent profile

Seventy-five percent of respondents undertook the assessment on their own behalf. The majority
of assessments (62%) were conducted over the telephone, with 17% face-to-face, and 20% being
a combination of over the phone and face-to-face.
Experience and satisfaction

Seven questions were asked about applicants’ experience of and satisfaction with the assessment
process (Questions 1-4, 9-11). These explored whether the assessment was helpful in
determining their care needs (Q4), addressed all the important issues (Q10), and recognised their
cultural, language and any other special needs (Q11).
The majority of respondents were very positive about the assessment experience, with 62%
indicating they were ‘very satisfied’, 30% were ‘satisfied’ and 7% were ‘neither satisfied nor
unsatisfied’. One respondent was ‘very dissatisfied’. This respondent answered ‘no’ to most of
the questions in the survey, and stated that ‘transport’ was important but not addressed in the
assessment. This may indicate that ‘transport’ was an important unmet need for the respondent;
however no further comments or suggestions were provided so it is difficult to determine the
primary reason for their dissatisfaction with the assessment.
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Table 54

W ere the questions asked helpful in determ ining your care needs?

Yes

55

92%

No

1

2%

Not sure

4

7%

Total

60

Almost all (92%) of the respondents stated the assessment was helpful in determining their care
needs. This is a significant finding in regards to the effectiveness of the assessment tool in the
identification of client needs.
Table 55
Did you feel that you were involved in m aking decisions about the
care and services recom m ended?
Yes

52

87%

No

1

2%

Not sure

7

12%

Total

60

The vast majority (87%) of respondents felt that they had been involved in making decisions about
the care and services recommended. This is an indicator that the assessment tool is enabling a
consumer directed care approach to be undertaken during the assessment. Some respondents
(12%) were ‘not sure’ in regards this question. This may indicate that a number of consumers
were not clear about what this question was referring to in the assessment process. Only one
respondent stated that they were not involved in making decisions about care and services, this
person was overall very dissatisfied with the assessment.
Table 56
Did the assessor discuss with you how you m ay be able to
m aintain or increase your independence?
Yes

41

73%

No

8

14%

Not sure

7

13%

Total
*Note: missing data for this question
Table 57
goals?

*56

Did the aged care assessm ent assist you to identify your care

Yes

41

72%

No

6

11%

10

18%

Not sure
Total

*57

*Note: missing data for this question
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Table 58
Did the aged care assessm ent im prove your ability to achieve
your care goals?
Yes

40

70%

No

3

5%

14

25%

Not sure
Total

*57

*Note: missing data for this question
Table 57 and Table 58 show that the majority (73%) of respondents indicated that the assessor
had discussed with them how they may be able to maintain or increase their independence and
72% indicated that the assessment had assisted them to identify their care goals. Seventy per
cent also stated that the assessment had improved their ability to achieve their care goals. This
indicates that the questions regarding re-ablement that are included in the assessment tool were
asked by the assessors during the trial and are facilitating relevant discussion regarding identifying
a client’s re-ablement potential and care goals.
Table 59
Considering your experience of an aged care assessm ent, would
you suggest to other people that it is worthwhile doing it?
Yes

48

86%

No

0

0%

Not sure

8

14%

Total
*Note: missing data for this question

*56

The vast majority of respondents (86%) indicated that they would suggest to others that it is worth
having an aged care assessment. Of those who were unsure the following comments were
provided:
There were too many questions about other things (health wise)
Prior to my 75th birthday I wasn't aware that I had 'care goals" im (sic) still not too sure
what they could or should be.
Table 60
W as there anything you thought im portant that was not addresses
by the aged care assessm ent?
Yes

7

13%

No

37

69%

Not sure

10

19%

Total

*54

*Note: missing data for this question
Respondents were asked to provide comments regarding important aspects of the assessment
that were not included. The majority of comments were relating to service delivery, availability and
flexible delivery of services rather than suggestions regarding additional questions required for the
needs assessment. This highlights how important it is for clients that the assessment results in
them receiving the appropriate type and level of services in a timely manner:
How soon would I get help?
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A little more information, what's available in aged care
If services required are unavailable what other options are there? E.g.: sourcing domestic
help privately
Table 61
Did you feel your cultural, language and any other special needs
were recognised during the assessm ent process?
Yes

45

85%

No

6

11%

Not sure

2

4%

Total

*53

*Note: missing data for this question
Importantly for those respondents who are people with special needs, the vast majority confirmed
that the assessment did recognise their cultural, language and any other special needs. It has
been identified in this report that further work needs to be undertaken in regards to those special
needs groups who were not well represented in the trial sample of clients. The need for further
refinements of the assessment tool regarding clients with special needs is confirmed by the 11% of
respondents who indicated that their cultural, language and other special needs were not
recognised as part of the assessment.
Them es em erging
The survey concluded with the opportunity for other comments (Question 12). Twelve
respondents provided feedback at this point. A number of themes have emerged arising from the
comments provided by respondents overall, including:
Additional information required
Perhaps to talk more about the assessment process and what can be offered. It is often a
first point of call when assistance is suddenly required.
Not about staying in my own home but to discuss moving into something smaller would be
helpful
I have 'physical disabilities' as well as 'bi polar". But all those were not discussed…
The mode of delivery
I felt I was kept on the phone too long. It would have been more comfortable to do it via a
home visit
It would be more helpful if the assessor would speak a little more slowly - especially when
giving phone numbers
Often people are anxious and unsure and need certain directions - face-to-face interviews
may be preferable.
Re-assessment
Perhaps a yearly review at least to follow up
Availability of services
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(My parents need) … housework, shopping general maintenance… (They) have had to
wait till we come up. I'm 1 & 1/2 hours away so a visit is spent the whole time cleaning
But I think that to get help you have to be on your way to the funeral parlor (sic) to pick out
your coffin!!
I conducted this enquiry on behalf of m 91 year old mother. She is quite healthy both
physically and mentally. She lives alone and looks after herself quite satisfactory however,
she did have a fall some 18 or so months ago. Although x-rays etc. revealed no unbroken
bones or other problems, she is now unable to lift her arms above her shoulders. My
intentions therefore were to be pro-active and perhaps have handrail/s installed before she
has another fall which may or may not allow her to continue to look after herself. Even
assistance in hanging out washing etc. would help. My mother has now received a letter
advising her that her case is not a priority and she has been placed on some waiting list.
As my mother is a little frail now, I am concerned that something may happen to her before
this assessment occurs.
Duplication of assessment
From recent experience, my impression is that there isn't enough co-ordination between
different groups and these have been instances when 2 people from different services
turned up at our house to perform similar services. It seems that the energy could be
assigned more efficiently
And, importantly, appreciation of the assessment process
I believe that this service could be helpful to many elderly people
Very courteous and showed an interest in the clients
Very grateful for the help
Everyone is so nice and helpful
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13

Conclusion

This study commenced in mid-December 2012 and has involved testing the Level 1 and Level 2
Assessment Tool, using a web-based platform, at seven sites across Australia. The trial sought to
conduct approximately 1,600 assessments and at project end 1589 applicants had been registered
on the system. This Final Report reports on the real world testing of the assessment system
described in A Model and Proposed Items for the New Assessment System for Aged Care
(Sansoni, Samsa et al. 2012c). The major aim of the Project has been to validate items, triggers
and algorithms in the Level 1 and Level 2 Assessment Tool and to refine it for use in the new aged
care Gateway. During the course of the trial we have also investigated assessor and consumer
feedback about the Assessment Tool as well as feedback from Aged Care Assessment teams
concerning the appropriateness of referrals from Level 1 and Level 2 Assessment to Level 3
Assessment (currently undertaken by ACATs/ACAS).
The early months of the project involved a) revision of the tool b) the preparation of the web-based
platform, and c) trial site selection, liaison and training. Data collection for the trial became
operative in Mid-May and finished on the 28th June 2013.
As of the 28th of June 2013, 1,589 applicants had been registered on the assessment system.
These figures include 58 people who requested information only. Table A lists client pathways
within the assessment system, a description of the clients on each pathway and the percentage of
clients on each pathway:
Table A
Pathway

Client pathways, descriptions and usage
Client description

Percentage
of clients

Information Only

Callers who require information only

4

One Service Only Assessment
without Functional Assessment

Applicants requesting one basic low level service
such as the provision of meals or transport

16

One Service Only Assessment
with Functional Assessment

Applicants requesting one basic low level service
such as the provision of meals or transport who
were randomised as part of the study to receive a
Functional Assessment

17

Standard Level 1 Assessment

Applicants who may require one (usually higher
level service) or more than one service

13

Standard Level 2 Assessment

Applicants who have completed a Standard Level
1 Assessment, require more than one service and
their functional assessment and the trigger items
have indicated the need for further assessment

40

Fast Track to Level 3
Assessment

Applicants who need an immediate referral for
Level 3 Assessment as adequate referral
information has been provided

9

Emergency Assistance

Applicants who need an immediate provision of
service due to an emergency situation – brief
details are collected, they are referred to relevant
service(s) and their assessment is rescheduled

3

With regard to the duration of assessment for the assessment pathways indicative average total
assessment times are listed in Table B for each pathway and more detail concerning these
analyses was provided in Section 8.4.
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Table B

Client pathways and indicative average total assessment times
Total Times
Mean
4.31

Standard
Deviation
2.57

Median
3.54

Percentile
25
2.65

Percentile
75
6.13

Valid N
13

Fast Track to Level 3

7.29

4.46

5.44

4.05

9.08

37

1 Low Level Service
only
1 Low Level Service +
Functional
Assessment
Standard Level 1
Assessment

10.61

4.8

9.84

7.52

12.91

104

12.79

5.49

12.2

9.48

14.35

42

14.99

6.7

14.32

9.59

19.59

70

Standard Level 2
Assessment

19.38

7.51

18.3

14.21

23.52

152

Client Transferred to
Level 3

19.54

8.48

18.5

12.88

25.58

14

	
  	
  
Pathway

Information only

There were too few applicants on the Emergency Pathway to calculate a reliable mean estimate.
One of the most time consuming aspects of the assessment is the Initial Applicant Details. All
OSO and Standard Assessment pathway applicants receive the full set of these questions (57
questions which takes an average of 8 – 9 minutes to complete per pathway). The other time
consuming component is the Level 2 Profile Assessment which requires an additional 6.42
minutes to complete.
The review of the data, and the Site Evaluation sessions, has indicated a number of ways the
Assessment Tool can be streamlined and potentially shortened. Based on this review, it would
appear that modifications should occur in relation to the following elements of the Tool:
§

§

§

§

Initial contact details: This section currently comprises 57 questions and takes an average of 8
– 9 minutes to complete per pathway. It is suggested that this section is totally restructured, a
number of items need to be modified and the removal of items which had sparse data could be
considered;
Health Profile: This could be shortened by omitting questions in areas of low endorsement,
such as difficult with swallowing, skin problems, oral health and lifestyle factors. These
questions currently form part of a Level 3 assessment and may be better addressed at this
point in the assessment process. Also, a change is suggested for the Health Profile Trigger
Item that would now exclude applicants who consider their health to be ‘good’ or ‘very good’.
Psychosocial Profile: With 60% of data missing from Kessler 10 scales completed, a shorter
validated and less contentiously worded scale for anxiety and depression may be preferable.
Alternatively, two items concerning depression and nervousness could be used as decision
tree items, and full scale assessment would only occur if applicants indicate they feel nervous
or depressed ‘some of the time’ or more.
Financial and Legal Profile: The extremely low number of clients, who had this profile
triggered, suggests refinements are required to the trigger question and consideration could be
given to deleting the profile and moving the questions concerning decision making into the
Health Profile section.

As part of the study some of the One Service Only applicants were randomized to receive an
assessment of function so the viability of a One Service Only assessment strategy without a
functional assessment could be evaluated. Given the relatively high level of function reported for
those on the One Service Only (OSO) pathway (mean 24.68 out of a possible score of 27) it is
recommended that the OSO strategy is a viable one as the data suggests it is appropriate for the
81.2% of the applicants that remained on this pathway. The data also suggests that if the
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Functional Profile is not given to OSO applicants that 18.8% of this group might receive a lower
number of services than they may initially need. However, as assessment for services is an
ongoing process, applicants have the opportunity to access further services if the service provided
does not meet their needs or if it is identified by the service provider that the client’s needs are
greater than they have identified. With regard to the design of the Assessment Tool the choice is
between giving 81.2% of this group a full functional assessment when they may not need it as
against the potential failure to recognise the need for additional services for 18.8% of this group of
applicants. However, if the One Service Only assessment strategy is retained there needs to be
an option within the Assessment Tool to continue further into the assessment if the assessor
suspects the need for services is greater than the applicant has identified. Some of the
suggestions for changes to the Assessment Tool, such as including some earlier screening items
for function, are designed to make the initial judgement concerning the assessment strategy more
informed (which may help to capture this 18.8% of OSO cases).
It should be noted that for the Field Trial it was necessary to have separate pathways to examine
some research questions but this would not be required in for future implementation. To simplify
the pathway concept underpinning the tool, the revised version is now designed as one
assessment pathway with earlier ‘exit points’ for applicants who don’t need to progress to a full
Level 1 or Level 2 Assessment or who are being ‘Fast Tracked’ to a Level 3 Assessment Agency.
Overall, despite many challenges including compressed time frames, the web system and the
Assessment Tool have worked quite effectively and the recruitment and throughput for the study
has been excellent. However, the data analyses and assessor and consumer feedback have
suggested ways to streamline the assessment which have been outlined above throughout this
Report. The duration of assessment is an issue for some components of the tool and streamlining
the Assessment Tool might well improve this.
There are a number of recommendations that can be made with reference to the Assessment Tool
and its inclusion in the Aged Care Gateway. These are:
Recommendation 1:
That prior to the full integration of assessment into the Aged Care Gateway DoHA considers the
benefits and challenges of incorporating further the re-ablement and CDC approaches into the
final version of the Assessment Framework and Tool; noting that these approaches require an
investment in an appropriately trained and experienced assessment workforce. Such changes, if
considered appropriate, may potentially result in an increased time of assessment and an
increased number of assessments being undertaken face to face.
The extent to which the CDC approach can be effectively incorporated into a nationally
standardised need assessment, which is telephone based and time limited, needs to be further
explored. The approach used here is to suggest that the answer may not be to include more open
ended questions (there are already a number of question included which concern client
preferences) but to provide further training to assessors concerning some practical ways about
how these approaches can be applied during the assessment process. How this might
complement CDC underpinning the service specific assessment conducted by the service provider
prior to the commencement of service delivery also needs to be examined.
Recommendation 2:
That DoHA considers a field trial of the Revised Version of the Assessment Tool to ensure the
assessment tool is ‘fit for purpose’ prior to the Aged Care Gateway commencing the function of
assessment. This work can include an examination of time estimates for the revised Assessment
Tool. This further work could potentially include a component which tests the use of the revised
version of the Assessment Tool with less experienced (but still appropriately skilled) contact centre
staff to provide the required evidence to determine a ‘benchmark’ for the skills and experience of
assessors in the effective use of the decision support style assessment tool.
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Recommendation 3:
The final version of the Assessment Tool to be used in the Aged Care Gateway will need to
include items that align across the levels of assessment where this is appropriate. Any reduction
in items at Level 2 assessment will need to be done with regard to the implications for the overall
alignment of Level 2 and Level 3 assessment. Level 2 assessment can serve the purpose of a
‘screen’ for Level 3 assessment that results in a reduction in time taken to undertake the Level 3
assessment and maximises the efficient and effective use of the Level 3 clinical assessor’s time.
Recommendation 4:
That the Aged Care Gateway include alternative assessment pathways for clients from special
needs groups. Clients from Aboriginal and Torres Strait Islander Backgrounds, CALD and DVA
clients need to be given the option of an alternate assessment pathway. Additional work is
required to determine any special need for alternate assessment pathways in rural and remote
locations and to examine options for these clients to access face to face assessment where
required (including Skype or videoconference). In addition further consideration of special
assessment requirements for other special needs clients needs to be investigated and viable
models for provision of these assessments developed for incorporation into the Aged Care
Gateway.
Recommendation 5:
DoHA considers endorsing the changes suggested for collecting carer information in the revised
version of the Assessment Tool. The proposed new process prompts assessors to consider
collecting information regarding the carer for all clients who have a carer regardless of the client’s
level of assessment. The benefits for clients and carers of this approach versus the additional
time required for collecting carer information at One Service Only and Level 1 assessments need
to be further tested to determine the most effective and efficient approach to the collection of carer
information. The extent of carer information collected by the Aged Care Gateway at all levels of
assessment and referral pathways for carers will need further consideration once the new Carer
Support Centres have been established.
Recommendation 6:
The Aged Care Gateway needs to have available the required workforce in all locations to
undertake Level 1 and Level 2 assessments face to face for clients with communication issues,
hearing problems and other special needs. Incorporating a credentialing model for assessors into
a National Training Strategy for the Aged Care Gateway would be a way to ensure that face to
face assessments are undertaken by an appropriately skilled workforce, trained in the use of the
Assessment Tool. This workforce, most likely sourced from within current HACC service agencies
and the health sector, could also conduct assessments in hospital and re-assessments.
Recommendation 7:
That further development and testing of the Client Classification Matrices is undertaken to enable
the functionality of the generic client classification and urgency/priority rating for clients to be
effectively incorporated into the Aged Care Gateway. Exploration of the generic classification in
relation to actual resource utilisation needs to be examined. Research to develop a more sensitive
re-ablement rating is required and this could be tested in the field trial suggested at
Recommendation 2.
Recommendation 8:
That a variety of options for ongoing consumer feedback regarding the assessment process be
incorporated into the Aged Care Gateway as a mechanism for continuous quality improvement.
Different methods of providing feedback such as ‘focus groups’, mailed out surveys, and web
based options are required to ensure consumers who prefer to provide comment and respond in
different ways are empowered to do so.
Recommendation 9:
That the One Service Only assessment strategy which includes the new Health and Functional
Overview be retained, with an option to move people to the Standard Assessment Pathway if the
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assessor suspects the need for services is greater than the applicant initially indicates.
Alternatively, if time and cost considerations are not so paramount DoHA might consider whether
all applicants should receive a Standard Level 1 Assessment.
Recommendation 10:
To ensure best practice in Dementia care DoHA, in consultation with key stakeholders such as
Alzheimer’s Australian and the Australian and New Zealand Society for Geriatric Medicine, needs
to determine the ideal point in the assessment to divert / and or refer clients with a undiagnosed
Dementia, suspected delirium or short term memory loss back to their GP for a medical review.
Guidelines to be included in the training manual regarding the early diagnosis and treatment of
Dementia will have positive outcomes for clients; however, this needs to be measured against any
delays this may cause in clients accessing the required services. A possible solution to this
situation would be to continue the assessment to enable the more urgent service needs to be met,
with a re-assessment of the client’s situation scheduled once the GP has reviewed the client and
determined they are medically and functionally stable.
Recommendation 11:
If clients are in hospital and require assessment prior to discharge, efficient and effective
mechanisms for undertaking the assessment in the hospital need to be developed in collaboration
with State and Territory Governments to ensure unnecessary delays and duplication of
assessment does not occur.
Recommendation 12:
The new Aged Care Gateway needs to ensure clients who are already in the aged care system
are identified as requiring a re-assessment either at the same level or a higher level of
assessment. Decisions regarding the optimum timeframes for re-assessment need to be made;
this will be influenced by the extent to which a re-ablement focus underpins the Aged Care
Gateway.
Recommendation 13:
That DoHA ensures sufficient time and resources are available to undertake the ICT build of the
final version of the Assessment Tool. The following strategies are recommended to ensure a
smooth implementation of the assessment tool into the Aged Care Gateway ICT platform:
§
§
§
§
§

Undertake at least one month of pilot testing of the IT platform and the Assessment Tool with a
few sites to iron out any IT issues before a phased introduction.
Have a slower and phased introduction of the web-based Assessment Tool at every site and
allow for at least one month of pilot testing in each jurisdiction prior to full scale National
implementation.
Increase the amount of initial training for each site and include further follow-up sessions and
webinars during the phased introduction.
Include a greater focus on the re-ablement and consumer directed care approaches during
training with practical suggestions as to how these approaches can be incorporated during the
assessment process,
Ensure the specifications for the web-platform include sufficient capacity to handle the large
number of assessors that will need to be on line at any one time.

In conclusion it is thought that in the longer run it may be more cost effective to address the
restructuring and testing of a revised Assessment Tool at this stage rather than trying to address
these quite complex issues once the assessment component of the Aged Care Gateway has
become operational.
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APPENDIX 1: FIELD TRIAL ASSESSMENT TOOL
SECTION 1: INITIAL CONTACT ITEMS
Draft Contact Script
This organisation “Insert name of agency” is helping to test a new system for assisting people with
access to services. As part of this trial, the Centre for Health Service Development at the
University of Wollongong is investigating how this system will work for different people. The
Centre wants to collect information about how this system will work for you and is asking for
permission to use information about you that we collect. The information that we provide to them
will be de-identified so that no-one can identify who you are.
The questions will help us (aged care services) to assess your need for service. To do this we
need to ask you some questions about your health, what you currently can do and your living
arrangements. For example you may be asked how much your specific health issues affect your
normal activities. This information is collected as part of normal assessment processes.
This assessment is likely to take between 15 and 30 minutes of your time and is no more
demanding than our standard assessment procedure.
Your participation in this research is voluntary, and you are free to refuse to participate or withdraw
from the research at any time. Refusal to participate or withdrawal of consent will not affect your
relationship with your service provider or other community care organisations.
If you consent to participate in this trial, you may withdraw your participation at any time by
contacting us and letting us know. If you require more information about this trial, I can send out to
you a Participant Information Sheet.
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Assessment Tool
(Fields in Italics are assessor rated or provided – Fields highlighted depend on responses to
earlier questions)

Pre-Contact Information
C00a
C00b
C00c

Has prior referral information been received
concerning this applicant?
If yes, have you entered referral information before
contacting the applicant?
What is the mode of administration for Level 1
Assessment?

Yes
No
Yes
No
Phone
Face to Face
Both Phone and Face To Face

Initial Applicant Details
(Fields in Italics are assessor rated or provided – Fields highlighted depend on responses to
earlier questions)
C01
Family Name
………………………………
C02
Given Name
………………………………
C03
Date of birth
……/……/……
C04
Age (auto generated from DOB or, if DOB not provided,
(Years)
manual entry of estimated age is entered at C05)
C05
Estimated Age?
Yes
No
C06
Gender?
Female
Male
Intersex
Not Specified
C07
Contact Date? (auto generated)
………………..
C08
Client ID created (auto generated)Save and close this
……/……/……
page
C09
Do you require…… ?
Information Only
Assessment for Services
Fast Track to Level 3 Assessment Agency
Emergency Assistance
C10
If C09 = “Information Only” briefly describe information
…………………….
provided and exit
C11
Are you calling about yourself or for another person?”
Applicant
Informant
Referrer
If C11 = “Informant” OR “Referrer” go to C13
C12
Applicant Consent to Share Information:
Yes
“I authorise the use and disclosure of my personal
No
information in the ways described in the Privacy Act?”
C13a Informant/ Referrer Details?
Family, primary carer, significant other, friend
GP/medical practitioner—community based
Aged Care Assessment Team
Community nursing or health service
Hospital
Psychiatric/mental health service or facility
Extended care/rehabilitation facility
Palliative care facility/hospice institutional
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settings.
Residential aged care facility
Aboriginal health service
Other medical/health service
Other community-based service
Law enforcement agency
Other, please specify
C13b
C14

C15
C16
C17a

C17b
C18

Referrer Name, contact details,
…………………….
organisation (if applicable)
Has the applicant given you consent to provide us with
information of their behalf?

Yes
No
Not sure
If C14 = “No” OR “Not sure” do not proceed until consent has been established.
Are there any relevant details or documents that you can
Yes
provide that will assist our understanding of this person’s
No
situation?
If C15 = “Yes” please provide details
…………………………
If C09 = “Fast Track to a Level 3 Assessment Agency”
Yes
Has adequate referral information already identified that this No
person needs packaged care, transition care or residential
permanent or respite care placement? (An example would
be the applicant has experienced a catastrophic stroke and
the rehabilitation service has indicated that further
improvement is unlikely)
If C17a = yes briefly describe the situation
If C17a = “Yes” record the referrer’s name and organisation
………………………
details
If C17a = “Yes”
Record Contact Details below at C19-C24
Then go to Level 1 Action Plan and refer to Level 3 Assessment
If C09 = “Emergency contact”
Record Contact Details below at C19-C29
Then go to Level 1 Action Plan, refer for emergency assistance as required, and
reschedule the assessment.
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Contact details
Usual Address
C19

C20
C21
C22
C23a
C23b
C24

Apartment/Unit No
Facility Name
Street Number
Street
Suburb/Locality
State
Postcode
Contact phone number/s (select
preferred number)
Can leave phone message

…………………….
…………………….
…………………….
…………………….
…………………….
…………………….
…………………….
…………………….

Yes
No
Email address
…………………….
If Fast Track Pathway proceed to Action Plan

Contact Address (if
different from usual
address)
…………………….
…………………….
…………………….
…………………….
…………………….
…………………….
…………………….
…………………….
Yes
No
…………………….

Other Contacts
C25

Are there other people that we can contact?

C26

If C28 = “Yes” please provide their contact details (provision for 2 contacts)

C27

Born in Australia?

C28
C29

If C27 = “No” which country
If C27 = “No” do you have Australian residency

Yes
No
Relationship
Title
First Name
Family Name
Organisation
Street Number
Street
Suburb
Postcode
Phone
Fax
Email
Yes
No
Select country from list
Yes
No

If Emergency Pathway go to Action Plan
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Applicant Details - Eligibility for special assessment agency
C30
C31

Are you of Aboriginal or Torres Strait Islander
origin?
If C30 = “Yes” are you of …..?1

C32

Are you a Veteran or War Widow/Widower?

C33

If C32 = “Yes” what is your DVA Card

C34

If C33 = “Yes – Gold Card” OR “Yes – White Card”
you may be entitled to receive DVA services which
include domestic assistance, personal care, safety
related home and garden maintenance and respite.
Would you prefer to be assessed and receive
services from DVA?
If C34 = “Yes” insert referral details to Veterans
Home Care Telephone 1300 550 450 and exit

C35

Yes
No
Aboriginal but not Torres Strait
Islander origin
Torres Strait Islander but not
Aboriginal origin
Both Aboriginal and Torres
Strait Islander origin
Not stated
Yes
No
No DVA Card
Yes – Gold Card
Yes – White Card
Yes - Other DVA Card
Yes
No

………………………………

Communication difficulties
C36

Do ever need help to communicate (to understand or
be understood by others?)

C37

If C36 = “Some difficulty” OR “Considerable difficulty
with everybody” have you or are you seeing a health
professional about this?
If C37 = “No” consider referral to General Practitioner in the Action Plan
Do you have difficulty hearing, even if you use a
Yes
hearing aid?
No
If C38 = “Yes” consider referral for hearing assessment in the Action Plan.
Assessor: Does the applicant have any communication
Yes
difficulties that make a telephone interview unsuitable?
No
If C39 = “Yes” which type of difficulty
Language
Speech
Hearing
Cognitive
Other, please specify
If C40 = “Hearing” would the use of Teletype or Internet
Yes
Relay technology or other technologies be suitable?
No
If C40 = “Language” would the use of an interpreter be
Yes
suitable?
No
If C42 = “Yes” what is the preferred language of
………………………………
interpreter?
If C42 = “Yes” what is the preferred gender of
Male
interpreter?
Female
Assessor judgement that an alternative interview
Yes

C38
C39
C40

C41
C42
C43
C44
C45
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No difficulty
Some difficulty
Considerable difficulty with
everybody
Yes
No
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C46

C47
C48

strategy is required to current telephone interview?
If C45 = “Yes” what strategy is suggested?

If C45 = “Yes” identify the proposed reschedule for
alternative assessment mode
If C46 = “Other assessment agency” provide agency
details

No
Face to face interview
Telephone interview with
primary carer
Telephone interview including
interpreter
Other assessment agency
Other
………………………………
………………………………

Contact reasons detailed
C49
C50
C51

Why have you contacted this service
(Applicant’s own words)………?
Assessor record needs
Select all services requested
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………………………………
………………………………
Domestic assistance
Social support
Nursing care
Allied health care
Personal care
Centre-based day care
Meals
Other food services
Respite care
Assessment
Client care coordination
Case management
Home maintenance
Home modification
Provision of goods and equipment
Formal linen service
Transport
Counselling/support, information and
advocacy (Care Recipient)
Counselling/support, information and
advocacy (Primary Carer)
Other, please specify
Emergency assistance
Level 3 Assessment
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Services received
C52
C53

Do you have a GP or attend a Medical
Centre?
If C52 = “No” refer to GP in the Action Plan
If C52 = “Yes” please provide contact details

C54

Do you currently receive any formal
health/community service assistance?

C55

If C54 = “Yes” select all that apply

C56

If C55 = “Other” select Other services
received

Yes
No
Title
First Name
Family Name
Organisation
Street Number
Street
Suburb/Locality
Postcode
Phone
Fax
Email
Yes
No
Not sure
Domestic assistance
Social support
Nursing care
Allied health care
Personal care
Centre-based day care
Meals
Other food services
Respite care
Assessment
Client care coordination
Case management
Home maintenance
Home modification
Provision of goods and equipment
Formal linen service
Transport
Counselling/support, information and
advocacy (Care Recipient)
Counselling/support, information and
advocacy (Primary Carer)
Veterans Home Care
Other
Aged care
Alcohol and drug
Allied health
Cognitive, Dementia and Memory
service
Community health
Continence service
Counselling
Dental care
Disability
Emergency accommodation
Falls prevention
Home care
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C57

If C54 = “Yes” please provide contact details
for primary service used whether a ‘formal’
service or ‘other’ service.

C58

Are there existing services received which
you wish to change

Hospital inpatient
Hospital outpatient
Hospital emergency
Massage
Medical (specialist)
Men's health
Mental health
Natural therapies
Palliative care
Podiatry
Rehabilitation
Residential aged care
Respite care
Women's health
Other, please specify
Title
First Name
Family Name
Organisation
Street Number
Street
Suburb
Postcode
Phone
Fax
Email
………………………………..

Other information for Service Response
C59

Accommodation: Who do you
live with?

C60

Accommodation type

C61

Does the applicant have
concerns about their living
arrangements?
If C61 = “Yes” what are they

C62
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Lives alone
Lives with family
Lives with others
Not stated/inadequately described
Private residence – owned/purchasing
Private residence – private rental
Private residence – public rental
Private residence – mobile home
Independent living unit within a retirement village
Boarding house/private hotel
Short term crisis, emergency or transitional
accommodation facility
Domestic-scale supported living facility
Supported accommodation facility
Residential aged care facility
Psychiatric / mental health community care facility
Public place/temporary shelter
Private residence rented from Aboriginal Community
Temporary shelter within an Aboriginal Community
Other, please specify
Not stated / inadequately described
Yes
No
Unsure
…………………………..
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Initial Assessment Pathway Identification
C63
C64

What do you hope will change if you were able to
receive these services?
What is/are the key circumstance(s) triggering
contact? (select all that apply)

………………………………
Hospital discharge
Falls
Acute medical condition
Carer burden/issues
Concern about increasing frailty
Other, please specify
Since recent acute illness/event
Gradual increase in needs over
time
Long term disability
Improve current level of
function and independence
after a recent acute
illness/event
Improve current level of
function and independence
(other)
Maintain current level of
function and independence
Reduce rate of decline in level
of function and independence
Request for One Low Level
Service Only
Standard Level 1 Assessment

C65

How long have you experienced these
circumstances?

C66

Goal of Care
Assistance is required to:

C67

Select relevant assessment pathway
If the assessor judges that the applicant’s request for
one service only underestimates their need for
services select the Standard Level 1 Assessment
pathway
If only One Low Level Service is selected, refer the person directly to the relevant
service, and exit via the Action Plan
(Unless the system requests you to carry out a Standard Level 1 Assessment)
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Standard Level 1 Assessment
Functional Profile
If (score is 1 or 2) who helps you?
Score: 1 No one; 2 Carer; 3 Service provider; 4
Other
Item

Question

FP01

Can you do housework…

FP02

FP03

FP04

FP05

If (score is 1 or 2) to what extent is this need met?
Score: 2 Fully met; 1 Partially met; 0 Completely
unmet
Score

Without help (can clean floors etc.)?

3

With some help (can do light housework but need help with heavy housework)?

2

Or are you completely unable to do housework?

1

Record
score

If difficulty, who
helps?

Need met?

Can you get to places out of walking distance…
Without help (can drive your own car, or travel alone on buses or taxis)?

3

With some help (need someone to help you or go with you when travelling)?

2

Or are you completely unable to travel unless emergency arrangements are
made for a specialised vehicle like an ambulance?

1

Can you go out for shopping for groceries or clothes (assuming you have transportation)…
Without help (taking care of all shopping needs yourself)?

3

With some help (need someone to go with you on all shopping trips)?

2

Or are you completely unable to do any shopping?

1

Can you take your own medicine…
Without help (in the right doses at the right time)?

3

With some help (able to take medication if someone prepares it for you and / or
reminds you to take it)?

2

Or are you completely unable to take your own medicines?

1

If 1 or 2, reason for difficulty

Physical

Cognitive

Can you handle your own money…
Without help (write cheques, pay bills etc.)?

3

With some help (manage day-to-day buying but need help with managing your
chequebook and paying your bills)?

2

Or are you completely unable to handle money?

1

If 1 or 2, reason for difficulty

Physical

Cognitive

Do not ask the following 2 questions if the applicant scored 3 on all of the above 5 items (i.e., can do all 5 activities without help). Instead, for
applicants who scored 3 on all of the above items, record a 3 on each of the following 2 items.

Functional Profile Subtotal (FPST)………………………..(automated)
If SUM (FP01-FP05 scores) ≥ 15, record a Score of 3 on FP06 and 3 on FP07 and then go to
FP08
FP06

FP07

Can you walk…
Without help (except for a cane or similar)?

3

With some help from a person or with the use of a walker, or crutches etc.

2

Or are you completely unable to walk?

1

Can you take a bath or shower…
Without help?

3

With some help (e.g. need help getting into or out of the bath/shower)?

2

Or are you completely unable to bathe yourself?

1

TOTAL SCORE
FP08

Does the person have any memory problems or confusion? (Assessor judgment)

FP09

Does the person have behavioural problems (e.g. aggression, wandering or agitation) Assessor judgment Yes (1)
No (3)

FP10

Functional Profile Score = SUM (FP01..FP09)
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Yes (1)
No (3)
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Additional ADL Assessm ent
FP11

FP12
FP13
FP14

FP15
FP16

Does the applicant require additional ADL assessment?
Yes
Automated (IF FP06 < 3 OR FP07 < 3)
No
If FP11 = “Yes” Complete FP14 to FP17
Dressing
Dependent
1
Needs help, but can do about half unaided
2
Independent (including buttons, zips, laces, etc.) 3
Feeding
Unable
1
Needs help cutting, spreading butter, etc.
2
Independent (food provided within reach)
3
Transfer
Unable – no sitting balance
1
Major help (one or two people, physical), can sit 2
Minor help (verbal or physical)
3
Independent
4
Toilet use
Dependent
1
Needs some help, but can do something alone
2
Independent (on and off, dressing, wiping)
3
Total Score of Additional Items
If FP16 ≤ 8 complete the trigger items, refer to Level 3 Assessment Agency in the
Action Plan and also refer to interim services as required.

Overall Classification of Function
FP17

FP18
FP19
FP20

Overall Classification of Function

High
Medium
Low
Low Function = FP10 < 15 OR (FP06 +FP07) < 4
Total score on all 9 items is
< 15 or total for items 6 & 7
is < 4
High function = IF (3 of FP01 to FP05) > 3 AND FP06 A score of 3 on 3 or more
= 3 AND FP07 = 3
domestic functions (items 1
to 5) and a score of 3 on
both items 6 and 7
Medium Function
Neither High nor Low
Assessor judgement: For people, who have high function i.e. If FP11 = “High”
consider asking:
Are you managing as well as you could be?
Yes
No
Not sure
If FP18 = “No” OR “Not sure” provide more details
……………………………….
If the applicant is on the One Service Only pathway
Pathway Changed to
AND FP11 = “Medium” OR “Low” change the
Standard
applicant’s pathway to a Standard Level 1
Pathway Unchanged
Assessment Pathway, i.e. Complete the remaining
items
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Trigger Questions
T01

T02

Question
How much did health issues affect your normal
activities (outside and / or inside the home) during the
past 4 weeks?
If T01 = “Moderately” OR “A great deal” refer to
Health Conditions Profile
During the past 4 weeks, how often have you
experienced any of the following:
a) Felt very nervous, down or lonely
b) Needed someone to talk to

Responses
Not at all
Slightly
Moderately
A great deal
Most of the time
Sometimes
Occasionally
Not at all
Not sure

If T02 = “Most of the time” OR “Sometimes” refer to
Psychosocial Profile”
T03

Applicant need for carer

T04

Carer Availability

The applicant cannot
be left on their own at
any time (whether by
day or night);
The applicant can only
be left on their own for
some, but not all, of
the time (whether by
day or night);
Nil, no Carer required
Has a carer
Has no carer
Not Applicable – no
carer required
Not Applicable – paid
carer

If T04 = “Has a carer” AND T03 = “The applicant
cannot be left on their own at any time (whether by
day or night)” OR “The applicant can only be left on
their own for some, but not all, of the time (whether by
day or night)” refer to Carer Profile
T05

Assessor, is the reason for referral related (at least in
part) to financial or legal situation?

Yes
No

If T05 = “Yes” refer to Financial and Legal Profile
T06

Are you caring for another person?

Yes
No

If T06 = “Yes” refer to Care Recipient as Carer Profile
TO7
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Does the applicant need help with money
management, medication management and is there
evidence of cognitive decline?
If T07 = “Yes” go to the Level 2 Dementia Profile
(D01-D05) and proceed to the Level 2 Action Plan

Yes
No
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Action Plan Level 1
Information for Service Response
Note Questions AP101 to AP110 are not required for applicants on the Fast Track to Level 3
Agency Pathway.
Assessor: During the assessment consider all opportunities for re-ablement and Consumer
Directed care.
AP101a Insurance details –select all that apply
No private health insurance
Hospital Cover
Auxiliary cover for dental
Auxiliary cover for allied health
services
Auxiliary cover for other
AP101b Health Insurer Name
………………………………
AP102
Medicare Number
………………………………
AP103
Individual Reference Number
………………………………
AP104
Expiry Date
……/……/……
AP105
Gov. Pensioner Benefit status & DVA status
Aged Pension
Veterans’ Affairs Pension
Disability Support Pension
Part Pension
Carer Payment (pension)
Unemployment related benefits
Other govt pension or benefit
Health Care Card
No govt pension or benefit
AP106
If AP105 = “Health Care Card” record Number
………………………………
Previous service difficulties
AP107
AP108

Is there any evidence of previous difficulties
between the person and health and community
service providers?
If AP107 = “Yes” please provide details

Yes
No
Don’t know
………………………………

Special Needs Group
AP109

Assessor Do Not Ask, but record whether person
has identified themselves as belonging to a Special
Needs Group other than those previously noted
(record all that apply)

AP110

If AP109 = “Other” please specify
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Homeless, or at risk of
homelessness
Care Leaver
Lesbian, Gay, Bisexual,
Transgender and Intersex
Financially or socially
disadvantaged
Other
………………………………
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Action Plan Level One
Standard Pathway (All)
AP111a

Is a GP referral required (If C52 = “No”
and applicant does not have a GP/
Medical Centre OR C37 = “No” and
they haven’t seen a health professional
concerning their communication
difficulties organise a referral)
GP referral details

Yes
No

AP111d

Is a hearing assessment required (If
C38 = “Yes” consider referral)
Hearing assessment referral details

Yes
No
…………………………………

AP112

Applicant’s Urgency Rating (automated)

UR…………………………

AP113

Triggered Level 2 Assessments
(automated Y/N)

None
Dementia
Health Conditions
Psychosocial
Financial and Legal
Carer
Care Recipient as Carer

AP111b
AP111c

………………………………..

If a Level 2 profile is triggered go to the
further assessment section below. If
‘none’ go the service referral section.
Standard Pathway requiring Level 2 Assessm ent
AP114

Assessor, if triggered, should the Level
2 Assessment be:

AP114A

If needed, provide details of Level 2
Assessment schedule

Telephone
Face to face
Obtained from primary carer
……………………………………

Referral for Level 3 Assessment
Fast Track Assessm ent Pathway
APFT01
APFT02

Insert details of Level 3 agency referred to
Assessor rated urgency of referral

APFT03

Consent for referral

………………………………………
High
Medium
Low
Yes
No

Other Level 3 Assessm ent Pathway
APL301
APL302
APL303
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Is a Level 3 Assessment Agency
Required?
Insert details of Level 3 agency referred to
Assessor rated urgency of referral

Yes
No
………………………………………
High
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APL304

Medium
Low
Consent for referral
Yes
No
If interim services are required while awaiting Level 3 assessment complete the
Referral to Services (standard pathway) below

Referral to Services
Em ergency Pathway
APE01

Is referral for Emergency services
required?

Yes
No

APE02
APE03
APE04

Insert details of emergency situation
Insert details of service referred to
Consent for referral

APE05

Rescheduled assessment date

…………………………………………
…………………………………………
Yes
No
../../….

One Service Only Pathway
APOS01

If one basic service required select the
service type

APOS02
APOS03

Insert details of service required
Assessor rated urgency of referral

APOS04

Consent for referral

APOS05

If a service is required but you have not
made a referral select reason

Domestic assistance
Social support
Meals
Other food services
Formal linen service
Transport
…………………………………………
High
Medium
Low
Yes
No
Applicant ineligible for service.
Advice/information provided and
issue resolved. No further action
required.
Applicant declines further referral or
service. Service not available.
Requested service not accessible long waiting time
Other……………………..
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Standard Level 1 Pathway
APSA01

If services are required select the service
types (select all that are required)

APSA02

Insert details of services(s) referred to

APSA03

Assessor rated urgency of referrals

APSA04

Consent for referrals

Domestic assistance
Social support
Nursing care
Allied health care
Personal care
Centre-based day care
Meals
Other food services
Respite care
Assessment
Client care coordination
Case management
Home maintenance
Home modification
Provision of goods and equipment
Formal linen service
Transport
Counselling/support, information and
advocacy (Care Recipient)
Counselling/support, information and
advocacy (Primary Carer)
Other, please specify
………………………………………
………………………………………
High
Medium
Low
Yes
No

Reassessm ent
APR01

Assessor: when will the applicant require
reassessment?
(default period is 1 year but for
One Low Level Service = 2 years and for a reablement program it is 6 months)
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6 months
1 year
2 years
Other time…………………
NA - referred to Level 2
NA - referred to Level 3
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System Classifications (Hidden)
SC101
SC102

Level 1 General Client Classification
Level 1 Re-ablement Potential Classification

Automated
Automated

Assessment Completion
(After each assessment, the assessor will ask the applicant)
AC101
Do you have any feedback that you would like to
make about this assessment process?
AC102
If AC01 = “Yes” What are your suggestions for
improving the assessment process?
AC103
We would like to mail to you a short survey about
this assessment. Do you give permission for us to
do this”
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Yes
No
………………………………
Yes
No
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SECTION 2: LEVEL 2 PROFILES
Profiles Recommendation Table
A summary table indicates the required Profiles that were triggered by the Level 1 Assessment:
§ Dementia
§ Health Conditions
§ Psychosocial
§ Financial and Legal
§ Carer
§ Care Recipient as Carer.
§
Assessor: During the assessment consider all opportunities for re-ablement and Consumer
Directed care.
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Dementia Profile
D01
D02

D03
D04
D05

Is there evidence of memory loss, cognitive decline or
confusion or dementia? (Assessor Rated)
Is there a medical diagnosis of dementia?
If D02 = “No” refer to a GP for diagnosis in the Level 2
Action Plan
If D02 = “Yes” has there been a cognitive
assessment?
If D03 = “Yes” when
If D03 = “Yes” by whom
If D01 = “Yes” or D01 = “Yes” refer to a Level 3
agency in the Level 2 Action Plan
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Yes
No
Yes
No
Yes
No
……/……/……
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Health Conditions Profile
Self Rated Health
H01

In general would you say your health is…

Excellent
Very Good
Good
Fair
Poor

Health Conditions
H02
H03
H04

What are your current health conditions?
(record all that are provided)
And what treatments are you receiving for each
condition?
And has each condition been confirmed by a doctor?

……………………………….
……………………………….
……………………………….
……………………………….
Yes
No

Disability
H05

Do you have a long-term disability?

H06

If H05 = “Yes” what is it?

H07

Are there other disabilities?

H08

If H07 = “Yes” list all

Yes
No
Developmental delay
Specific learning (including
Attention Deficit Disorder)
Autism (including Asperger’s
syndrome);
Physical
Intellectual (including Down’s
syndrome);
Acquired brain injury
Deaf blind (dual sensory)
Vision
Hearing
Speech
Psychiatric
Neurological
Other
Not stated / inadequately
described
Yes
No
……………………………….

Medication
H09

Are you taking prescribed medication?

H10

If H09 = “Yes” Do you use a Webster pack or
similar?
If H09 = “Yes” Assessor, does the client generally
look after and take her or his own prescribed

H11
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Yes
No
Yes
No
Reliable with medication
Slightly unreliable
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H12

medication without reminding? Check whether
Moderately unreliable
the applicant is clear about their medication
Extremely unreliable
schedule
If H09 = “Yes” Assessor: Can the person manage Yes
essential medication with current supports?
No
If H12 = “No” consider referral to Level 3 Assessment Agency.

Pain
H13

How much bodily pain have you had during the
past 4 weeks?

None
Very Mild
Moderate
Severe
Very Severe
If H13 = “Moderate” OR “Severe” OR “Very Severe” consider referral to General
Practitioner

Falls
H14
H15

Have you had two or more falls (inside or outside
the home) in the past 12 months?
Are you afraid of falling?

Yes
No
Never
Rarely
Sometimes
Often
If H14 = “Yes” OR H15 = “Sometimes” OR “Often” examine the circumstances and
the client’s ADL status and consider a referral for a falls assessment as
appropriate.

Vision
H16

Do you have difficulty with vision, even with
Yes
glasses?
No
If H16 = “Yes” consider referral to an eye health professional.

Swallowing
H17

Do you have problems swallowing?

Yes
No
If H17 = “Yes” consider referral to General Practitioner

Nutrition
H18

H19

H20

Have you lost any weight without trying, or had
Yes
other nutritional concerns, in the past 3 months?
No
If H18 = “Yes” consider referral to General Practitioner
Assessor Rated: Has the client had any nutritional
Yes
concerns over the past 3 months (e.g. loss of
No
appetite, reduced food or fluid intake, obviously
Don’t know
underweight/ overweight, unintentional weight
loss/gain, special diet)
If H19 = “Yes” specify
………………………………
If H19 = “Yes” consider referral to General Practitioner.
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Environmental Concerns
H21

Does your home require any maintenance or
Yes
modifications to make it safer for you to do your
No
usual daily tasks (e.g. need rails in the bathroom
Don’t know
etc.)?
If H21 = “Yes” refer for a home modifications assessment.

Aids and Equipment
H22

H23

H24

H25

Are you currently using any aids and equipment
(tick all that apply)

Self-care aids
Medical care aids
Hearing aid
Communication aids
Aids for reading
Support and mobility aids
Car modifications
Home modifications
Other (list)
Assessor, do you think that home modifications
Yes
may be required?
No
Not sure
If H23 = “Yes” consider referral for Home Modifications.
Assessor, do you think that the provision of aids Yes
and / or equipment may be required?
No
Not sure
If H24 = “Yes” consider referral for Aids and Equipment.
Assessor, does the client have the capacity to
Yes
become more independent if provided with
No
appropriate services or resources?
Not sure
If H25 = “Yes” consider referral for Rehabilitation/re-ablement.

Oral Health
H26

Do you have any problems with your teeth, mouth
Yes
or dentures?
No
If H26 = “Yes” consider referral to a dental practitioner.

Feet
H27

Do you have a foot problem that affects your ability Yes
to walk or move about?
No
If H27 = “Yes” consider referral to a General Practitioner.

Continence
H28

H29
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Do you have any bladder or
Yes Bladder Incontinence
bowel issues that affect your
Yes Bowel Incontinence
lifestyle, for example,
No
incontinence? Tick all that
apply
If H28 = “Yes to Bladder Issues” ask the following questions
How often do you experience Never
urine leakage?
Less than once a month
A few times a month
A few times a week

Score
0
1
2
3
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H30

H31
H32

H33

H34

Every day and/or night
4
How much urine do you lose
None
0
each time?
Drops
1
Small splashes
2
More
3
Urinary Incontinence Total Score = H29*H30 = (automated total score)
If H31≥4, consider referral to a continence service.
If H28 = “Yes Bowel Incontinence” ask following questions
Score
Do you leak, have accidents
Never
0
or lose control with solid
Rarely i.e. less than once in the past four 1
stool?
weeks
Sometimes i.e. less than once a week,
2
but once or more in the past four weeks
Often or usually i.e. less than once a day
but once a week or more
3
Always i.e. once or more per day or
whenever you have a bowel movement
4
Do you leak, have accidents
Never
0
or lose control with liquid
Rarely i.e. less than once in the past four 1
stool?
weeks
Sometimes i.e. less than once a week,
2
but once or more in the past four weeks
Often or usually i.e. less than once a day
but once a week or more
3
Always i.e. once or more per day or
whenever you have a bowel movement
4
If (H32≥2 OR H33≥2) consider referral to a continence service.
Do you have any other bowel or bladder problems (e.g. use of catheter,
Yes
pain/difficulty in passing stool, frequent diarrhoea, increased need to
No
urinate at night or frequent urination?)
If H34 = “Yes” consider referral to a continence service and provide details in the
text box below
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Skin Condition
H35
H36

H37

Do you currently have any major skin condition?

Yes
No
If H35 = “Yes” specify
Pressure ulcer
Other skin ulcer
Healing surgical wounds
Other skin tears, cuts or
lesions
Other skin problems e.g.
bruises, rashes, itching,
eczema, etc.
If H36 = “Yes” Do any of these need treatment
Yes
No
If H37 = “Yes” consider referral to General Practitioner.

Sleep
H38

Do you experience any difficulties with your sleep
Yes
(e.g. difficulty falling asleep, fragmented sleep,
No
insufficient sleep)?
If H38 = “Yes” consider referral to a General Practitioner.

Lifestyle Factors
Alcohol Consum ption
H39

How often do you have 6 or more standard drinks
on one occasion?

Never
Less than Monthly
Monthly
Weekly
Daily or almost daily
If H39 = “Weekly” OR “Daily or almost daily” consider referral to a General
Practitioner.

Sm oking
H40

Do you smoke or have you smoked in the past?

H41
H42
H43

If H40 = “Currently smokes” how many per day
If H40 = “Has quit smoking” record when
If H40 = “Currently smokes” do you want to
remain a smoker?
If H43 = “No”, refer to a Quit-smoking program
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Never smoked
Has quit smoking
Currently smokes
………………………………
……/……/……
Yes
No
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Psychosocial Profile
Recent Stressful Events
PS01

PS02

Has the client experienced one or more major stressful Yes
life events over the past 3 months? (These events
No
could include a bereavement or severe illness/ injury of
self/family/ friend, separation from partner/family, major
financial loss or being the victim of a crime).
If PS01 = “Yes” specify event(s)
………………………………
If PS01 = “Yes” explore further and consider the contribution to the client’s current
presentation

Help Availability
PS03

PS04
PS05

During the past 4 weeks, was someone available to help
you if you needed and wanted help? For example if you …
Felt very nervous, lonely or blue
Got sick and had to stay in bed
Needed someone to talk to
Do you usually have enough people to help you if you
need help?
Would you be interested in finding out about .... (assessor,
provide relevant example, e.g. information about social
support groups)?
If PS05 = “Yes” consider referral to social support group

As much as I wanted
Quite a bit
Some
A little
Not at all
Yes
No
Yes
No

Loneliness
PS06

How often do you experience loneliness? Would you say
that you are

Never lonely
Sometimes lonely
Often lonely
Always lonely?
If PS06 = “Often lonely” OR “Always lonely” consider referral to a social support
group
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K-10 Anxiety and Depression
In the past 4 weeks about how often did you
feel…

PS07
PS08
PS09
PS10
PS11
PS12
PS13
PS14
PS15
PS16
PS17

None of the time
A little of the time
Some of the time
Most of the time
All of the time

Score:
1
2
3
4
5

Tired out for no good reason?
Nervous?
So nervous that nothing could calm you down?
Hopeless?
Restless or fidgety?
So restless you could not sit still?
Depressed?
That everything was an effort?
So sad that nothing could cheer you up?
Worthless?
Total K-10 Score:
SUM (PS07-PS16)
If PS17 = 16 to 25 refer for primary care mental health assessment
If PS17 > 25 refer for specialist mental health assessment

Counselling
Assessor judgm ent to ask
PS18

If PS17 ≥ 16 - Have you talked to a health
professional or a counsellor about how you are
feeling?

Yes
No

Change in mental state:
PS19

Assessor, has there been a sudden change in
Yes
mental state recently
No
If PS19 = “Yes” consider referral for an urgent medical review.

Abuse and/or neglect
PS20

Assessor, is there any indication that this client has
Yes
been abused, mistreated, or neglected
No
If PS20 = “Yes” the assessor should follow the local elder abuse protocol.

Family and personal relationships (optional - Assessor rated)
PS21

Does the client generally make and
/ or keep up friendships?

PS22

Does the client generally have
problems (e.g. friction, avoidance)
living with others in the household?
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Friendships made or kept up well
Friendships made or kept up with slight
difficulty
Friendships made or kept up with considerable
difficulty
No friendships made or none kept up
No obvious problem
Slight problems
Moderate problems
Extreme problems
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Financial and Legal Profile
Employment
F01

F02

What is your employment status?

Employed / self employed
Supported Employment
Child/Student
Home duties
Unemployed
Retired for age
Retired for disability
Volunteer
Other
Do you want to do volunteer work?
Yes
No
If F02 = “Yes” consider referral to Volunteering Centre

Decision Making
F03a

Assessor: Who makes or assists the client in
making health decisions. Is there a power of
attorney?

F03b

If F03a indicates that power of attorney or
guardianship applies, in which State or Territory
was this order made?

F04

Assessor is the client capable of making their own
decisions?

F05a

Assessor: Who makes or assists the client in
making financial decisions. Is there a power of
attorney?

F05b

If F05a indicates that power of attorney or
guardianship applies, in which State or Territory
was this order made?

F06

Do you have enough financial resources to meet
emergencies?
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Self
Significant informal assistance
Power of attorney
Advance health directive
Person responsible or
appointed guardian
Australian Capital Territory
New South Wales
Northern Territory
Queensland
South Australia
Tasmania
Victoria
Western Australia
Yes
No
Not sure
Self
Significant informal assistance
Power of attorney
Parent or guardian
Formal financial administrator
or manager
Australian Capital Territory
New South Wales
Northern Territory
Queensland
South Australia
Tasmania
Victoria
Western Australia
Yes
No
Not sure
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Legal issues
F07

Assessor does the client have any financial or legal
issues that may affect services?

F08

If F07 = “Yes” provide details

Yes
No
Not sure
………………………………

Mental Health Act status
F09

Assessor, is the client subject to an order under the
relevant state/territory Mental Health Act?

Yes
No
Not sure

If F09 = “Yes” contact case manager
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Carer Profile
Carer Details
CP01
CP02
CP03

Name of primary carer?
If not clear ask ‘The last time that you were sick,
who took care of you?’
Carer Age?
Are there other people who provide care? (e.g.
network of carers, shared caring arrangements)?

CP04
CP05

If CP03 = “Yes” provide name and details
Primary Carer residency status?

CP06

Relationship of the Primary Carer to Care
Recipient?

Primary carer name and contact
details ………………………..
……
Yes
No
Not sure
………………………………
Yes – Co-resident Carer
No – Non-resident Carer
Wife/female partner
Husband/male partner
Mother
Father
Daughter
Son
Daughter-in-law
Son-in-law
Other relative – female
Other relative – male
Friend/neighbour – female
Friend/neighbour – male

Carer Support
CP07

Does the Primary Carer have someone to help
them?

Yes
No
Not sure

CP08

Does the Primary Carer have any other
responsibilities (employment, education, other care
responsibilities e.g. dependent children etc.)?

Yes
No
Not sure

CP09

Does the Primary Carer receive a Carer Payment or
Allowance?

Yes
No
Not sure

CP10

Has the Primary Carer been given information about
available support services?

Yes
No
Not sure

CP11

Does the Primary Carer need practical training in
lifting, managing medicine or other tasks?

Yes
No
Not sure

IF CPO9 = “No” consider referral to Centrelink.
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Current Risks to Carer Arrangements
Assessor Rated
CP12 Does the Primary Carer experience difficulties in
areas such as …. ?(select all that apply)

CP13

CP14

CP15
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Carer – emotional stress & strain
Carer – acute physical
exhaustion/illness
Carer – slow physical health
deterioration
Carer – factors unrelated to care
situation
Client – increasing needs
Client – other factors
Are carer arrangements sustainable without
No, arrangements have already
additional services or support?
broken down
No, carer arrangements likely to
break down within months
Yes, carer arrangements are
sustainable without additional
support
Don’t know
Does the Primary Carer need an assessment as a Yes
Care Recipient?
No
IF CP14 = “Yes” consider referral of Primary Carer for Assessment as Care Recipient
Does the Primary Carer need a referral to a carer
Yes
support service?
No
IF CP15 = “Yes” consider referral to carer support service
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Care Recipient as Carer Profile
CR01
CR02

CR03
CR04

CR05

How many people do you provide care for?
Who do you care for?(tick all that apply)

………………………………
Wife / female partner
Husband / male partner
Mother
Father
Daughter
Son
Daughter-in-law
Son-in-law
Grandchild
Other relative – female
Other relative – male
Friend / neighbour – female
Friend / neighbour
Age of person(s) being cared for
……………………
……………………
Are you caring for any person(s) with disabilities? Yes
No
IF CR04 = “Yes” consider referral for Disability
………………………………
Assessment for the person cared for
Assessor, is the applicant's caring role at risk
Yes
because of their own needs?
No
Not sure
IF CR05 = “Yes” consider referral to a carer
………………………………
support service.
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Action Plan Level Two
AP201

Client’s Urgency Rating

-----------------------(automated)

Referrals
AP202

AP203

Assessor, do you judge that a
referral to a Level 3 Assessment
Agency is required?
If aged care services are
required select the service types
(select all that are required)

AP204

Service referrals recommended
by business rules/triggers (only
recommended service referrals
are shown)

AP205

Other referral(s) required

AP206

Other referral(s) purpose
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Yes
No
Domestic assistance
Social support
Nursing care
Allied health care
Personal care
Centre-based day care
Meals
Other food services
Respite care
Assessment
Client care coordination
Case management
Home maintenance
Home modification
Provision of goods and equipment
Formal linen service
Transport
Counselling/support, information and advocacy
(Care Recipient)
Counselling/support, information and advocacy
(Primary Carer)
Other, please specify
Aids and equipment
Assessor selects
Behaviour
the referrals they
Carer support service
want to
CentreLink
recommend
Continence
Dental Practitioner
Disability
Elder Abuse
Falls
General Practitioner
Hearing
Home modification
Level 1 Assessment for
carer
Level 3 Assessment
Mental health
Quit Smoking
Rehabilitation
Social support
Vision
Volunteering
Yes
No
……………………………
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AP207

Assessor rated urgency for each
referral

AP208

Client consent for each referral

AP209
AP210
AP211
AP212
AP213

Details of Service(s) referred to
Street Address
Suburb/Locality
Postcode
Email

High
Medium
Low
Yes
No
………………………………
………………………………
………………………………
….
………………………………

Reassessm ent
APR02

Assessor when will the client require reassessment
(default period is 1 year;
for Re-ablement program it is 6 months)

6 months
1 Year
Other time
NA– referred to Level 3

System Classifications (Hidden)
SC201
SC202

Level 2 General Client Classification
Level 2 Re-ablement Potential Classification

Automated
Automated

Assessment Completion
(After each assessment, the assessor will ask the client)
AC201
AC202
AC203

Do you have any feedback that you would like to
make about this assessment process?
If AC201 = “Yes” What are your suggestions for
improvement?
We would like to mail to you a short survey about
this assessment. Do you give permission for us to
do this”
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Yes
No
………………………………
Yes
No
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APPENDIX 2: ASSESSOR INFORMATION
(These questions will be asked of each assessor one time only)
AS00
Email
AS01
First name
AS02
Family name
AS03
Agency name
Ph no Phone number
AS04
For how long have you worked as an assessor of older
people (in years)?
AS05

How many years have you worked in the health and
community services sectors?

AS06

What is your highest level of formal qualification?

AS07

If AS06 = “TAFE Diploma” OR “Certificate” OR Bachelor
degree OR “Masters or higher” in what field/s have you
received these qualifications?

AS08

How many years of formal education in the health and
community services sectors have you completed since high
school?

AS09

Have you any formal qualifications relating to aged care
assessment in the health and community services sectors?
If AS09= “Yes” what are they?

AS010
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………@…………………
………………………………
………………………………

Less than 1 year
1-2 years
3-4 years
5 years or more
Less than 1 year
1-2 years
3-4 years
5 years or more
Year 12 or less
TAFE Diploma or
Certificate
Bachelor degree
Masters or higher degree
Community Services
Nursing
Allied Health
Other Health
Other
Less than 1 year
1-2 years
3-4 years
5 years or more
Yes
No
………………………………
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APPENDIX 3: ASSESSOR FEEDBACK
(These questions are asked after each assessment)
AF01
How did you find using this tool with this
applicant?

AF02
AF03
AF04
AF05

AF06
AF07
AF08
AF09
AF10

Satisfied, no further comments
Satisfied, want to provide more
details
Dissatisfied, want to provide more
details
Dissatisfied, no further comments
Other
If, AF01 = “Satisfied, want to provide more details” OR “Dissatisfied, want to
provide more details” please provide the following details
Did the assessment form miss any important Yes
information?
No
If AF02 = “Yes” what was it?
………………………………
If AF02 = “Yes” and why was this
………………………………
information needed?
How would you rate this applicant’s priority
High
(i.e. ability to benefit) for re-ablement
Medium
services?
Low
Not sure
What was the key information that informed ………………………………
your rating? Record all factors that are
relevant.
How confident do you feel in the outcomes
Very confident
of this assessment?
Somewhat confident
Not confident
How efficient did you find this assessment
Very efficient
process?
Adequate
Not efficient
Did this assessment process assist people
Yes
in identifying their goals?
No
Not sure
Is there anything else that you would like to
Yes
say?
No
If ‘Yes’ enter
details……………………………
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APPENDIX 4: SAMPLE REFERRAL FORM

Client Summary Form:
Standard Level 2 Assessment
Client:

William Bull

Male
Date of birth:
UIN:
Address
Phone No:
Email:

1/1/1920
30393
1 Station Street Birdsville Vic
03 333 333

Date:

15/7/2013

Assessor:
Organisation:
Phone:

Briony Brodie
RDNS
1300334455

Referral Summary
Was assessed on
Pathway
Description of Problem:

19/05/2013
Standard Level 2 Assessment
My neighbour told me i should ring as there were services that
may help me ....
Home modification
Allied health care
Transport
Home maintenance
Meals
Case management Social support Domestic assistance
Not sure
Other, please specify:
Maintain current level of function and independence

Service type required:

Hopes to change:
Key circumstances to contact:
Goal of care:
Recommended service referrals:

Hearing
Home modification
Level 3 Assessment
Continence
Social support
Aids and equipment
Yes

Other referrals required:

Client Background
Who does the client live with:
What type of accommodation does the client live in:
Country of birth:
Communication difficulties:
Hearing difficulties:

Lives alone
Private residence - public rental
Australia with Australian residency
Some difficulty
Yes

Other Contacts
GP contact details:
Primary service contact details
Other contact details:
Phone:
Fax
Email
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Responded no GP or medical centre
Responded no/not sure formal health/community service
assistance
Neighbour Mary
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Income and Insurance
Australian Government Pensioner/Benefit status:
Health insurance type:

Aged Pension
No private health insurance

Current Service Usage
Is the client currently receiving services:

No

Functional Profile
Can the client do housework?
Can the client get to places out of working distance
Can the client go out for shopping groceries or clothes?
Can the client handle their own money?
Reason for difficulty
Can the client walk?
Does the client have any memory problems or get
confused
Does the client have behavioural problems?
Functional Profile Classification
Was further ADL required?
Dressing
Feeding
Transfer
Toilet use

With some help (can do light housework but need help wtih
heavy housework)
With some help (need someone to help you or go with you when
travelling)
With some help (need someone to go with you on all shopping
trips)?
With some help (but need help with managing your chequebook
and paying your bills)
Physical
With some help from a person or with the use of a walker, or
crutches etc.
Yes
No
Low Function
Yes
Independent (including buttons, zips, laces, etc.)
Independent (food provided within reach)
Independent
Independent

Dementia Profile
Is the evidence of memory or dementia?
Is there a medical diagnosis of dementia?

Yes
No

Health Conditions Profile
Self reported health status:
What is the primary long-term disability?

Fair
Not stated/inadequately

Is the client receiving medication?
Has the client had 2 or more falls in the past 12 months?
Is the client afraid of falling?
How much bodily pain has the client had during the past 4
weeks?
Difficulties with vision ?
Problems with swallowing?
Lost weight without trying?
Any other nutritional concerns?
Does assessor think that home modifications or maintenance
may be required?
Does the assessor think that home modifications may be
required?
Does the assessor think that the provision of aids and/or
equipment may be required?
Does the client have the capacity to become more independent if
provided with appropriate services or resources?
How frequently is urine leakage experienced?
What amount of urine is lost each time?
Severity Index:
How frequently is faecal incontinence experienced with solid
stool?
How frequently is faecal incontinence experienced with liquid
stool?
Does the client have sleep difficulties?
How often are 6 or more standard drinks consumed on one
occasion?
Smoking Status:

No
Yes
Sometimes
Moderate

described

Yes
No
Yes
Yes
Yes
Yes
Yes
Yes
Every day and/or night
Small splashes
8
Never
Never
No
Never
Never smoked
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Psychosocial Profile
Has the client experienced one or more major stressful life
events over the past 3 months?
During the past 4 weeks, was someone available to help the
client if the client needed and wanted help?
Is help usually available to the client?
How often does the client experience loneliness?
Are there other people who provide care?

No
Some
No
Sometimes lonely
No

Financial and Legal Profile
Who assists the client in making decisions?
Who assists the client in making financial decisions?
Does the client have enough financial resources to meet
emergencies?

Self
Self
No

I acknowledge that I have:
Informed the client/carer of the purpose of the assessment Informed the client/carer of their rights
and responsibilities Outlined access to complaints mechanisms and appeal process
Identified the outcomes of the assessment and formally obtained endorsement of proposed actions,
including referral(s)
Assessor name: Briony Brodie
Assessor signature:
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APPENDIX 5: RECOMMENDED ASSESSMENT TOOL

Initial Applicant Details
(Fields in Italics are assessor rated or provided – Fields highlighted depend on responses to
earlier questions)
C01
Family Name
………………………………
C02
Given Name
………………………………
C03
Other Given Name
………………………………
C04
Date of birth
……/……/……
C06
Age (auto generated from DOB or, if
(Years)
DOB not provided, manual entry of
estimated age is entered at C05)
C06
Estimated Age?
Yes
No
C07
Gender?
Female
Male
Intersex
Not Specified
Contact Date? (auto generated)
………………..

Contact Reasons Detailed
C08

Are you calling about yourself
or for another person?”

C09

Why have you contacted this
service? (Applicant’s own
words)
Do you require…… ?

C10

C11
C12
C13

C14

Applicant
Informant
Referrer
(Free text)
…………………….
Information Only
a) Assessment– initial
b) Reassessment
Fast Track to Level 3 Assessment Agency
Emergency Assistance
…………………….
…………………….

Assessor record client needs
If C10 = “Information Only”
briefly describe information
provided and exit
If C10 = “Emergency
…………………….
Assistance” refer to appropriate
service/s if necessary and
record details
Select all services requested
Domestic assistance
Social support
Nursing care
Allied health care
Personal care
Centre-based day care
Meals and other food services
Respite care
Assessment
Client care coordination
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C15

C16

C17
C18

C19
C20
C21
C22
C23
C24

Page 152

Case management
Home maintenance
Home modification
Provision of goods and equipment
Formal linen service
Transport
Counselling/support, information and
advocacy (Care Recipient)
Counselling/support, information and
advocacy (Primary Carer)
Other, please specify
Emergency assistance
Level 3 Assessment
If C08 = “Informant” OR “Referrer” go to C17
Applicant Consent to Share Information:
Yes
“I authorise the use and disclosure of my
No
personal information in the ways described
in the Privacy Act?”
Informant/ Referrer Details?
Family, primary carer, significant other,
friend
GP/medical practitioner—community
based
Aged Care Assessment Team
Community nursing or health service
Hospital
Psychiatric/mental health service or
facility
Extended care/rehabilitation facility
Palliative care facility/hospice institutional
settings.
Residential aged care facility
Aboriginal health service
Other medical/health service
Other community-based service
Law enforcement agency
Other, please specify
Referrer Name, contact details, …………………….
organisation (if applicable)
Has the applicant given you consent or do you Yes
have the legal authority to provide us with
No
information of their behalf?
Not sure
If C18 = “No” OR “Not sure” do not proceed until consent has been
established.
Are there any relevant details or documents
Yes
that you can provide that will assist our
No
understanding of this person’s situation?
If C19 = “Yes” please provide details
…………………………
Is the person currently in hospital?
Yes
No
If C21 = “Yes” does the assessment need to
Yes
occur in hospital?
No
If C22 = “Yes” provide the hospital details.
………………………………
If C10 = “Fast Track to a Level 3 Assessment Yes
Agency”
No
Has adequate referral information already
identified that this person needs packaged
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C25
C26

care, transition care or residential permanent
or respite care placement? (An example
would be the applicant has experienced a
catastrophic stroke and the rehabilitation
service has indicated that further improvement
is unlikely)
If C24 = “Yes” briefly describe the situation
If C24 = “Yes” Does the person need interim
Yes
services whilst waiting for Level 3 Assessment No
If C26 = “Yes” proceed with standard assessment process.
If C26 = “No” go to Communication Difficulties, Health and Functional
Overview, Contact Details and Action Plan
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Communication Difficulties
C27

Do you ever need help to communicate
(to understand or be understood by
others?)

C28

If C27 = “Some difficulty” OR
“Considerable difficulty with everybody”
have you or are you seeing a health
professional about this?
If C28 = “No” consider referral to General Practitioner in the Action Plan
Do you have difficulty hearing, even if you Yes
use a hearing aid?
No
If C29 = “Yes” consider referral for hearing assessment in the Action Plan.
Assessor: Does the applicant have any
Yes
communication difficulties that make a
No
telephone interview unsuitable?
If C30 = “Yes” which type of difficulty
Language
(select all that apply)
Speech
Hearing
Cognitive
Other, please specify
If C31 = “Hearing” explore whether the use ………………………………
of Teletype or Internet Relay technology or
other technologies be suitable?
If C31 = “Language” would the use of an
Yes
interpreter be suitable?
No
If C33 = “Yes” what is the preferred
………………………………
language of interpreter?
If C33 = “Yes” what is the preferred gender Male
of interpreter?
Female
Assessor judgement that an alternative
Yes
interview strategy is required to current
No
telephone interview?
If C36 = “Yes” what strategy is suggested? Face to face interview
Telephone interview with
primary carer
Telephone interview
including interpreter
Other assessment agency
Other
If C36 = “Yes” identify the proposed
………………………………
reschedule for alternative assessment
mode
If C37 = “Other assessment agency”
………………………………
provide agency details

C29
C30
C31

C32
C33
C34
C35
C36
C37

C38
C39

No difficulty
Some difficulty
Considerable difficulty with
everybody
Yes
No

Applicant Details - Eligibility for Special Assessment Agency
C40

Were you born in Australia?

C41
C42

If C40 = “No” which country
If C40 = “No” consider if the assessment
needs to be undertaken by a CALD specific
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Yes
No
Select country from list
…………………………
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C43
C44

agency and provide name of agency
Are you of Aboriginal or Torres Strait Islander
origin?

Yes
No

C46

If C43 = “Yes” Would you prefer to be
assessed by an Aboriginal or Torres Strait
Islander agency
If C44 = “Yes” refer to relevant agency and
insert referral details
Are you a Veteran or War Widow/Widower?

C47

If C46 = “Yes” what is your DVA Card

C48

If C47 = “Yes – Gold Card” OR “Yes – White
Card” you may be entitled to receive DVA
services which include domestic assistance,
personal care, safety related home and
garden maintenance and respite.
Would you prefer to be assessed and receive
services from DVA?
If C48 = “Yes” refer to DVA and exit
Yes
No

C45

C49

Yes
No
………………………………
Yes
No
No DVA Card
Yes – Gold Card
Yes – White Card
Yes - Other DVA Card
Yes
No

Health and Functional Overview
Item
FP01

FP02

FP08

HF01

Question
Score
Can you go out for shopping for groceries or clothes (assuming you have
transportation)…
Without help (taking care of all shopping needs yourself)?
3
With some help (need someone to go with you on all shopping
2
trips)?
Or are you completely unable to do any shopping?
1
Can you take a bath or shower…
Without help?
3
With some help (e.g. need help getting into or out of the
2
bath/shower)?
Or are you completely unable to bathe yourself?
1
Does the person have any memory problems or confusion? (Assessor
judgment)
No
3
Minor problems
2
Major problems
1
Select any health conditions that are
currently limiting your ability to do your
everyday tasks and activities.

Arthritis
Osteoporosis
Deafness ./ hearing loss
Blindness / loss of vision
Heart Disease
Dementia
Diabetes
Depression
Anxiety
Chronic respiratory disease
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HF02

Assessor from the discussion of the
applicant’s health conditions make the
following rating

HFO3
HFO4

Other Comments
Assessor is the client capable of making
their own decisions?

Falls
Pain
None of the above
Other
The applicant has mild health
issues which have only a small
impact on their ability to do
everyday tasks
The applicant has moderate
health issues with a moderate
impact on their ability to do
everyday tasks
The applicants has multiple
and/or severe health conditions
greatly affecting their ability to
do everyday tasks
………………………………
Yes
No
Not sure

Contact Details
Usual Address
C50
C51
C52
C53
C54
C55
C56
C57
C58
C59

Apartment/Unit No
Facility Name
Street Number
Street
Suburb/Locality
State
Postcode
Contact phone number/s (select
preferred number)
Mobile phone number
Can leave phone message

…………………….
…………………….
…………………….
…………………….
…………………….
…………………….
…………………….
…………………….

Yes
No
C60
Email address
…………………….
If Fast Track Pathway proceed to Action Plan

Contact Address (if
different from
usual address)
…………………….
…………………….
…………………….
…………………….
…………………….
…………………….
…………………….
…………………….
Yes
No
…………………….

Other Contacts
C61

Are there other people that we can contact?

C62

If C61 = “Yes” please provide their contact
details
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Yes
No
Relationship
Title
First Name
Family Name
Organisation
Street Number
Street
Suburb
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Postcode
Phone
Mobile
Fax
Email

Carer Need
DC01

Is there somebody that provides care for you?

DC02

If DC01 = “Yes” do you think your carer needs
some support in providing care for you?
If DC02 = “Yes” refer to Carer Profile
Are you providing care for another person?

DC03

Yes
No
Yes
No
Yes
No

If DC03 = “Yes” refer to Care Recipient as
Carer Profile

Services Received
C63
C64
C65

Do you have a GP or attend a Medical
Centre?
If C63 = “No” refer to GP in the Action
Plan
If C63 = “Yes” please provide contact
details

C66

Do you currently receive any formal
health/community service assistance?

C67

If C66 = “Yes” select all that apply

Yes
No
Title
First Name
Family Name
Organisation
Street Number
Street
Suburb/Locality
Postcode
Phone
Fax
Email
Yes
No
Not sure
Domestic assistance
Social support
Nursing care
Allied health care
Personal care
Centre-based day care
Meals
Other food services
Respite care
Assessment
Client care coordination
Case management
Home maintenance
Home modification
Provision of goods and equipment
Formal linen service
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Transport
Counselling/support, information and
advocacy (Care Recipient)
Counselling/support, information and
advocacy (Primary Carer)
Veterans Home Care
Other
If other provide details (free text):

C68

If C66 = “Yes” please provide contact
details of the primary service used

C69

If C66 = “Yes” Are there existing
services received which you wish to
change
If C69 = “Yes” please provide details

C70

Title
First Name
Family Name
Organisation
Street Number
Street
Suburb
Postcode
Phone
Mobile
Fax
Email
Yes
No
………………………………..

One Service Only Early Exit Option
IF

AND
AND
AND
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C13 (request for service) = one only of:
Domestic assistance
Social support
Meals
or other food services
Formal linen service
Transport
Home maintenance
Minor home modifications
C55 = “No” (No other services being received)
Total of FP01 + FP02 + FP08 = 8 or 9
There is no other evidence to suggest a higher level or other need
Go to Action Plan and refer to relevant service
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Functional Profile
FP00

What is the mode of administration for
Functional Profile Assessment?

Item
FP03

Question
Score
Can you do housework…
Without help (can clean floors etc)?
3
With some help (can do light housework but need help with heavy
2
housework)?
Or are you completely unable to do housework?
1
Can you get to places out of walking distance…
Without help (can drive your own car, or travel alone on buses or
3
taxis)?
With some help (need someone to help you or go with you when
2
travelling)?
Or are you completely unable to travel unless emergency
1
arrangements are made for a specialised vehicle like an
ambulance?
Can you take your own medicine…
Without help (in the right doses at the right time)?
3
With some help (able to take medication if someone prepares it for
2
you and / or reminds you to take it)?
Or are you completely unable to take your own medicines?
1
Can you handle your own money…
Without help (write cheques, pay bills etc)?
3
With some help (manage day-to-day buying but need help with
2
managing your chequebook and paying your bills)?
Or are you completely unable to handle money?
1
Can you walk…
Without help (except for a cane or similar)?
3
With some help from a person or with the use of a walker, or
2
crutches etc
Or are you completely unable to walk?
1
TOTAL SCORE OF FP01 to FP08
(Assessor judgement) Does the person have any behavioural problems?
(aggression, wandering, agitation)
No
3
Yes
1

FP04

FP05

FP06

FP07

FP09
FP10

FP11

Phone
Face to Face
Both Phone and Face To
Face
Interview with carer

FREE TEXT: If difficulty with activities above, consider who helps, how is the
activity being done, is the client’s need being met and is the current
arrangement sustainable?

Additional ADL Assessment
FP12

Does the applicant require additional ADL assessment?
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FP13
FP14
FP15

FP16
FP17

Automated (IF FP06 and FP07 < 4)
No
If FP10 = “Yes” Complete FP13 to FP16
Dressing
Dependent
1
Needs help, but can do about half unaided
2
Independent (including buttons, zips, laces, etc.) 3
Feeding
Unable
1
Needs help cutting, spreading butter, etc
2
Independent (food provided within reach)
3
Transfer
Unable – no sitting balance
1
Major help (one or two people, physical), can sit 2
Minor help (verbal or physical)
3
Independent
4
Toilet use
Dependent
1
Needs some help, but can do something alone
2
Independent (on and off, dressing, wiping)
3
Total Score of Additional Items
If FP17 is less than 8 complete the trigger items and relevant profiles, consider
referral to Level 3 Assessment Agency in the Action Plan and also refer to interim
services as required.

Overall Classification of Function
FP18

High
Medium to High
Moderately Low
Low
FP19
Low Function
Total score on all 8 items
FP09 < 15 OR (FP06 +FP07) < 4
is < 14 or total for items 6
& 7 is < 4
FP20
Moderately Low Function
An FP total score of 15 to
18 or a total score greater
than 3 and less than 6 for
ADL items 6 and 7 or
signs of confusion
/memory loss
FP21
Moderate to High Function
An FP total score of 19 to
21 or a total score greater
than 3 and less than 6 for
ADL items 6 and 7 and no
signs of confusion or
memory loss
FP22
High function = IF (3 of FP01 to FP05) > 3
An FP total score greater
AND FP06 = 3 AND FP07 = 3
than 21 and the total for
ADL items 6 and 7 = 6,
and no cognitive problem
signs
If Low Function or Moderately Low Function consider whether referral to Level 3 may
be required
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Overall Classification of Function
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Other Information for Service Response
C71

Accommodation: Who do you
live with?

C72

Accommodation setting - usual

C73

Lives alone
Lives with family
Lives with others
Not stated/inadequately described
Private residence – client owns / is
purchasing
Private residence – private rental
Private residence – public rental or
community housing
Independent living within a retirement village
Boarding house / rooming house / private
hotel
Short term crisis, emergency or transitional
accommodation
Supported community accommodation
Residential aged care service – low level
care
Residential aged care service – high level
care
Hospital
Other institutional care
Public place / temporary shelter
Other community(must specify)
Private residence – family member or
related person owns / is purchasing
Indigenous community / settlement
Not stated / inadequately described
Yes
No
Unsure
Yes
No
Not sure

Does the applicant have
concerns about their living
arrangements?
C74 Assessor is the person
experiencing financial hardship
threatening the use of services
essential for supporting them at
home?
C75 Comments regarding concerns about living arrangements, financial resources
and current family, cultural and social situation / recent changes (free text)
…………………………..
Initial Assessment Needs Identification
C76
What do you hope will change if you were Remain living in my home longer
able to receive these services?
Improve safety and cleanliness
(select all that are required)
of my home
Obtain more appropriate
accommodation for my current
needs
Need short term support
following illness/event
Ease the burden on carers/family
Become more independent
Increase my socialization
Other
C77
What is/are the key circumstance(s)
Hospital discharge
triggering contact? (select all that apply)
Falls
Acute medical condition
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C78

How long have you experienced these
circumstances? (select all that apply)

C79

Goal of Care
(select all that are required)
(Assessor Rated): Following a
conversation regarding the client’s goals,
select from option a, b, c or d. Do not ask
this question directly to the client as they
may not understand the options without
further explanation

C80

Assessor Rated Motivation
How motivated do you consider the client
is in meeting their goal of care
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Carer burden/issues
Concern about increasing frailty
Need to access government
services due to financial difficulty
Other, please specify
Since recent acute illness/event
Gradual increase in needs over
time
Long term disability
Improve current level of function
and independence
Needs short term support
following illness/event
Maintain function and
independence to
enable the client to remain at
home longer
Discuss alternate living
arrangements such as smaller
housing and/or residential care
High
Medium
Low
Not Sure
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Supporting Profiles
Complete these profiles if triggered.

Carer Profile
CT1

Applicant need for carer

CT2

Carer Availability

The applicant cannot be left on their own
at any time (whether by day or night);
The applicant can only be left on their own
for some, but not all, of the time (whether
by day or night);
Nil, no Carer required
Has a carer
Has no carer
Paid carer
Not Applicable – no carer required

Carer Details
CP01
CP02
CP03

Name of primary carer?
If not clear ask ‘The last time that you were sick,
who took care of you?’
Carer Age or estimated age in years?
Are there other people who provide care? (e.g.
network of carers, shared caring arrangements)?

CP04
CP05

If CP03 = “Yes” provide name and details
Primary Carer residency status?

CP06

Relationship of the Primary Carer to Care
Recipient?

Primary carer name and contact
details ………………………..
--years
Yes
No
Not sure
………………………………
Yes – Co-resident Carer
No – Non-resident Carer
Wife/female partner
Husband/male partner
Mother
Father
Daughter
Son
Daughter-in-law
Son-in-law
Other relative – female
Other relative – male
Friend/neighbour – female
Friend/neighbour – male

Carer Support
Only ask the following question if the informant is the primary carer / present at the assessment or
if contact has been made separately with the carer. Do not ask these questions of the applicant
CP07

Does the Primary Carer have someone to help
them?

CP08

Does the Primary Carer have any other
responsibilities (employment, education, other care
responsibilities e.g. dependent children etc.)?
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CP09

Does the Primary Carer receive a Carer Payment or
Allowance?

CP10

Has the Primary Carer been given information about
available support services?

CP11

Does the Primary Carer need practical training in
lifting, managing medicine or other tasks?

Yes
No
Not sure
Yes
No
Not sure
Yes
No
Not sure

IF CPO9 = “No” consider referral to Centrelink.

Current Risks to Carer Arrangements
Assessor Rated. Only rate the following questions if the carer is the informant / present at the
assessment or if contact has been made separately with the carer. Do not ask these questions of
the applicant
CP12

CP13

CP14
CP15

Does the Primary Carer experience difficulties in
areas such as …. ?(select all that apply)

Carer – emotional stress & strain
Carer – acute physical
exhaustion/illness
Carer – slow physical health
deterioration
Carer – factors unrelated to care
situation
Client – increasing needs
Client – other factors
Has there been a significant change in carer
Carer arrangements have
availability, willingness and / or capacity to provide already broken down
care which significantly impacts on the
Carer arrangements likely to
sustainability of the carer arrangements?
break down within months
Carer arrangements are
sustainable without additional
support
Don’t know
Does the Primary Carer need an assessment as a Yes
Care Recipient?
No
IF CP14 = “Yes” consider referral of Primary Carer for Assessment as Care Recipient
Does the Primary Carer need a referral to a carer
Yes
support service?
No
IF CP15 = “Yes” consider referral to carer support service

Other information / Comments:
CP16
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Comments (free text):
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Care Recipient as Carer Profile
CR01
CR02

CR03
CR04

CR05

How many people do you provide care for?

One
Two
More than two
Who do you care for?(tick all that apply)
Wife / female partner
Husband / male partner
Mother
Father
Daughter
Son
Daughter-in-law
Son-in-law
Grandchild
Other relative – female
Other relative – male
Friend / neighbour – female
Friend / neighbour
Age in years of person(s) being cared for
a)……………………
b) ……………………
c)……………………
Are you caring for any person(s) with disabilities? Yes
No
IF CR04 = “Yes” consider referral for Disability
Assessment for the person cared for
Assessor, is the applicant's caring role at risk
Yes
because of their own needs?
No
Not sure
IF CR05 = “Yes” consider referral to a carer
support service.

Other information / Comments:
CR06

Comments (free text):
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Trigger Questions
T01

Question
In general would you say your health is…

Responses
Excellent
Very Good
Good
Fair
Poor

T02

If T01 = “Fair” OR “Poor” refer to Health Conditions
Profile and complete other profiles as required
During the past 4 weeks, how often have you
experienced any of the following:
Felt very nervous, depressed or lonely

TO3

If T02 = “Most of the time” OR “Sometimes” refer to
Psychosocial Profile” and complete other profiles
as required
Is there evidence of cognitive decline (e.g. Does
Yes
the applicant show evidence of memory problems
No
or confusion or need help with money
management, medication management?)
If T03 = “Yes” refer to the Level 2 Dementia Profile
and complete other profiles as required
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Most of the time
Sometimes
Occasionally
Not at all
Not sure
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LEVEL 2 PROFILES
Profiles Recommendation Table
A summary table indicates the required Profiles that were triggered by the Level 1 Assessment:
§
§
§

Dementia Profile*
Health Conditions Profile*
Psychosocial Profile*

*Assessor to complete profile if triggered
Assessor: During the assessment consider all opportunities for re-ablement and Consumer
Directed Care.

Dementia Profile
D01

What is the mode of administration for Dementia
Profile Assessment?

D02

Is there evidence that the person has a memory
problem or confusion that significantly limits self-care
capacity, requires intensive supervision and/or
frequent changes to support?
Is there a medical diagnosis of dementia?

D03

D04
D05
D06
D07

If D03 = “No” refer to a GP for diagnosis and
continue assessment
If D03 = “Yes” has there been a cognitive
assessment?
If D04 = “Yes” when
If D04 = “Yes” by whom
If D02 = “Yes” or D03 = “Yes” refer to a Level 3
agency in the Level 2 Action Plan
Comments (free text):
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Phone
Face to Face
Both Phone and
Face To Face
Interview with Carer
Yes
No
Not sure
Yes
No
Yes
No
……/……/……
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Health Conditions Profile
Health Conditions
H01

What is the mode of administration for Health
Conditions Profile Assessment?

H02

What are your current major health conditions that
affect your ability to do everyday tasks?
(list up to 5 + other major conditions provided)
What treatments, are you receiving for each
condition?

H03

Phone
Face to Face
Both Phone and
Face To Face
Interview with
Carer
…………………

Disability
H04

Do you have a long-term disability?

H05

If H04 = “Yes” provide details

Yes
No
…………………

Medication
H06
H07
H08

H09

Are you taking prescribed medication?

Yes
No
If H06 = “Yes” Do you use a Webster pack or
Yes
similar?
No
If H06 = “Yes” Assessor, does the client generally
Reliable with medication
look after and take her or his own prescribed
Slightly unreliable
medication without reminding? Check whether the
Moderately unreliable
applicant is clear about their medication schedule
Extremely unreliable
If H06 = “Yes” Assessor: Can the person manage
Yes
essential medication with current supports?
No
If H09 = “No” consider referral to Level 3 Assessment Agency.

Pain
H10

How much bodily pain have you had during the past
4 weeks?

None
Very Mild
Moderate
Severe
Very Severe
If H10 = “Moderate” OR “Severe” OR “Very Severe” consider referral to General
Practitioner

Vision
H11
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Do you have difficulty with vision, even with
Yes
glasses?
No
If H11 = “Yes” consider referral to an eye health professional.
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Falls
H12
H13

H14

Have you had two or more falls (inside or
outside the home) in the past 12 months?
Are you afraid of falling?

Yes
No
Never
Rarely
Sometimes
Often
If H12 = “Yes” OR H13 = “Sometimes” OR
Yes
“Often” is a Falls Alarm required?
No
Not sure
If H12 = “Yes” OR H13 = “Sometimes” OR “Often” examine the
circumstances and the client’s ADL status and consider a referral for a
falls assessment as appropriate.

Nutrition
H15
H16

H17

Have you lost any weight without trying, or had
Yes
other nutritional concerns, in the past 3 months?
No
If H15 = “Yes” consider referral to General Practitioner
Assessor Rated: Has the client had any nutritional
Yes
concerns over the past 3 months (e.g. loss of
No
appetite, reduced food or fluid intake, obviously
Don’t know
underweight/ overweight, unintentional weight
loss/gain, special diet)
If H16 = “Yes” specify
………………………………
If H16 = “Yes” consider referral to General Practitioner.

Environmental Concerns
H17

Does your home require any maintenance or
Yes
modifications to make it safer for you to do your
No
usual daily tasks (e.g. need rails in the bathroom
Don’t know
etc.)?
If H17 = “Yes” refer for a home modifications assessment.

Aids and Equipment
H18

H19

H20

H21

Do you have access to or are you currently
using any aids and equipment (tick all that
apply)

Self-care aids
Medical care aids
Hearing aid
Communication aids
Aids for reading
Support and mobility aids
Car modifications
Home modifications
Other (list)
Assessor, do you think that home modifications
Yes
may be required?
No
Not sure
If H19 = “Yes” consider referral for Home Modifications.
Assessor, do you think that the provision of aids Yes
and / or equipment may be required?
No
Not sure
If H20 = “Yes” consider referral for Aids and Equipment.
Assessor, does the client have the capacity to
Yes
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become more independent if provided with
No
appropriate services, aids or resources?
Not sure
If H21 = “Yes” consider referral for Rehabilitation/re-ablement.

Feet
H22

Do you have a foot problem that affects your ability Yes
to walk or move about?
No
If H22 = “Yes” consider referral to a General Practitioner.

Continence
H23

H24

H25

H26
H27

Do you have any bladder or
Yes Bladder Incontinence
bowel issues that affect your
Yes Bowel Incontinence
lifestyle, for example,
No
incontinence? Tick all that
apply
If H23 = “Yes to Bladder Issues” ask the following questions
Score
How often do you experience Never
0
urine leakage?
Less than once a month
1
A few times a month
2
A few times a week
3
Every day and/or night
4
How much urine do you lose
None
0
each time?
Drops
1
Small splashes
2
More
3
Urinary Incontinence Total Score = H29*H30 = (automated total score)
If H26≥4, consider referral to a continence service.
If H23 = “Yes Bowel Incontinence” refer to continence service
Score
Do you have any other bowel or bladder problems (e.g. use of catheter,
Yes
pain/difficulty in passing stool, frequent diarrhoea, increased need to
No
urinate at night or frequent urination?)
If H27 = “Yes” consider referral to a continence service and provide details in the
text box below

Sleep
H28

Do you experience any difficulties with your
Yes
sleep (e.g. difficulty falling asleep, fragmented No
sleep, insufficient sleep)?
If H28 = “Yes” consider referral to a General Practitioner.

Decision Making
H29

Assessor: Who makes or assists the client in
making health decisions. (Is there a power of
attorney / guardian?)

H30

If H29 indicates that power of attorney or
guardianship applies, in which State or Territory
was this order made?
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Self
Significant informal
assistance
Power of attorney
Advance health
directive
Person responsible or
appointed guardian
Australian Capital
Territory
New South Wales
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H31

Assessor: Who makes or assists the client in
making financial decisions. Is there a power of
attorney?

H32

If H31 indicates that power of attorney or
guardianship applies, in which State or Territory
was this order made?

Northern Territory
Queensland
South Australia
Tasmania
Victoria
Western Australia
Self
Significant informal
assistance
Power of attorney
Parent or guardian
Formal financial
administrator or
manager
Australian Capital
Territory
New South Wales
Northern Territory
Queensland
South Australia
Tasmania
Victoria
Western Australia

Other Inform ation / Com m ents:
H33

Comments (free text): Include information about the following as required:
skin conditions
problems with teeth
mouth or dentures
smoking status
alcohol consumption
swallowing difficulties (mandatory if client being referred to Meals service)
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Psychosocial Profile
Recent Stressful Events
PS01

What is the mode of administration for
Psychosocial Profile Assessment?

PS02

Has the client experienced one or more major
stressful life events over the past 3 months?
(These events could include a bereavement or
severe illness/ injury of self/family/ friend,
separation from partner/family, major financial
loss or being the victim of a crime).
If PS02 = “Yes” specify event(s)

PS03

Phone
Face to Face
Both Phone and Face To
Face
Interview with Carer
Yes
No

……………………………
…
If PS02 = “Yes” explore further and consider the contribution to the client’s
current presentation

Help Availability
PS04

During the past 4 weeks, was someone available to help
you if you needed and wanted help? For example if you …
Felt very nervous, lonely or blue
Got sick and had to stay in bed
Needed someone to talk to

As much as I wanted
Quite a bit
Some
A little
Not at all

Loneliness
PS05

PS06
PS07
PS08
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How often do you experience loneliness? Would you say
that you are

Never lonely
Sometimes lonely
Often lonely
Always lonely?
If PS05 = “Often lonely” OR “Always lonely” consider referral to a social support group
(Assessor Judgement) Do you think the person is socially
Yes
isolated?
No
Not sure
If PSO7 = “Yes” specify reason
………………………………
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K-10 Anxiety and Depression
Screening item s for K10
In the past 4 weeks about how often
did you feel…

PS09
PS10

PS11
PS12
PS13
PS14
PS15
PS16
PS17
PS18
PS19

None of the time
A little of the time
Some of the time
Most of the time
All of the time

Score:
1
2
3
4
5

Nervous?
So sad that nothing could cheer you up?
IF PS09 > 2 OR PS10 >2, undertake full K10 profile. If this is not
appropriate over the phone consider an alternative assessment mode or
referral back to GP.
In the past 4 weeks about how often
Score:
did you feel…
None of the time
1
A little of the time
2
Some of the time
3
Most of the time
4
All of the time
5
Tired out for no good reason?
So nervous that nothing could calm you down?
Hopeless?
Restless or fidgety?
So restless you could not sit still?
Depressed?
That everything was an effort?
Worthless?
Total K-10 Score:
SUM
(PS09PS18)
If PS19 = 16 to 25 refer for primary care mental health assessment
If PS19 > 25 refer for specialist mental health assessment

Counselling
Assessor judgment to ask
PS20
If PS19 ≥ 16 - Have you talked to a health professional or a
counsellor about how you are feeling?

Yes
No

Change in mental state
PS21

Assessor, has there been a sudden change in mental state
Yes
recently
No
If PS21 = “Yes” consider referral to GP for an urgent medical review.

Abuse and/or neglect
PS22

Assessor, is there any indication that this client has
Yes
been abused, mistreated, or neglected
No
If PS22 = “Yes” the assessor should follow the local elder abuse protocol.
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Family and personal relationships (optional - Assessor rated)
PS23

Does the client generally have
problems (e.g. friction, avoidance)
living with others in the household?

No obvious problem
Slight problems
Moderate problems
Extreme problems

Mental Health Act status
PS24

Assessor, is the client subject to an order under the
relevant state/territory Mental Health Act?

Yes
No
Not sure

If PS24 = “Yes” contact case manager
Other inform ation / Com m ents:
PS25
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Comments/ Client Summary (free text):
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Action Plan
Information to assist Service Response
AP01

Insurance details –select all that apply

AP02
AP03
AP04
AP05
AP06

Health Insurer Name
Medicare Number (if known)
Individual Reference Number (if known)
Expiry Date (if known)
Gov. Pensioner Benefit status & DVA
status

No private health insurance
Hospital Cover
Auxiliary cover for dental
Auxiliary cover for allied health
services
Auxiliary cover for other
………………………………
………………………………
………………………………
……/……/……
Aged Pension
Veterans’ Affairs Pension
Disability Support Pension
Part Pension
Carer Payment (pension)
Unemployment related benefits
Other govt pension or benefit
Health Care Card
No govt pension or benefit

Previous service difficulties
AP07
AP08

Is there any evidence of previous difficulties
between the person and health and community
service providers?
If AP107 = “Yes” please provide details

Yes
No
Don’t know
………………………………

Special Needs Group
AP09

Assessor Do Not Ask, but record whether person
has identified themselves as belonging to a Special
Needs Group other than those previously noted
(record all that apply)

AP10

If AP106 = “Other” please specify
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Homeless, or at risk of
homelessness
Care Leaver
Lesbian, Gay, Bisexual,
Transgender and Intersex
Financially or socially
disadvantaged
Other
………………………………
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Level 2 Profiles
AP11

Have these profiles been triggered?
Dementia

AP12

Health Condition

AP13

Psychosocial

Yes
No
Yes
No
Yes
No

If yes, complete the relevant profile/s

Re-ablement
AP14

Assessor, is the applicant interested in
participating in are-ablement program?

Yes
No
Not sure

Services required
AP15

AP16
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Assessor, do you judge that a referral to a Level 3
Yes
Assessment Agency is required?
No
If AP15 = “Yes” complete Complexity Indicators
If aged care or health
Domestic assistance
Social support
services are required
Nursing care
select the service types
Personal care
(select all that are required,
Centre-based day care
some of these referrals will Delivered Meals
be recommended by
other food services
business rules)
Respite care
Assessment
Client care coordination
Case management
Home maintenance
Home modification
Aids and equipment
Continence service assessment
Provision of goods and equipment
Formal linen service
Transport
Dental review
Hearing Services
Optometrist
GP
Podiatry
Occupational Therapy
Physiotherapy
Dietician
Speech Therapy
Audiologist
Pharmacist
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AP17

Other referral(s) required

AP18

Other referral(s) details

Diabetes Educator
Allied health care – other
Counselling/support, information and
advocacy (Care Recipient)
Counselling/support, information and
advocacy (Primary Carer)
Carer assessment
Rehabilitation
Re-ablement program
Falls assessment
Quit Smoking program
Disability services
Mental Health Services
CentreLink
Other, please specify
Yes
No
……………………………

Required Services: No Referral
AP19

If a service is required but
you have not made a
referral select reason

Applicant ineligible for service.
Advice/information provided and issue
resolved. No further action required.
Applicant declines further referral or
service. Service not available.
Requested service not accessible - long
waiting time
Other……………………..

Details for Each Referral
AP20

Assessor rated urgency for each
referral

AP21

Client consent for each referral

AP222
AP23
AP24
AP25
AP26
AP27

Details of Service(s) referred to
Referral purpose
Street Address
Suburb/Locality
Postcode
Email

High
Medium
Low
Yes
No
………………………………
………………………………
………………………………
………………………………
….
………………………………

Final Project Report: Validation and Field Trials for Aged Care Assessment

Page 177

Centre for Health Service Development

Referral to Level 3 Assessment
Com plexity Indicators for Level 3 Referral
AP28

The person has experienced a major
potentially long term change or reduction
in their self-care capabilities due to illness,
surgery, injury, or other circumstances,
which significantly threatens their ability to
continue to live at home
The person is self-neglecting of personal
care, nutrition or safety.

AP29
AP30

There is evidence that the person is
refusing assistance when it is clearly
needed to maintain safety and well-being
at home.

Yes
No
Not sure

Yes
No
Not sure
Yes
No
Not sure

Referral Overview
AP31

Overview of client’s current situation
including family/social information and
any alerts required for service providers
(free text):

……………………..

Reassessment
AP32

Assessor: when will the applicant require
reassessment?
(default period is 1 year but for
One Low Level Service = 2 years and for a reablement program it is 6 months)

6 months
1 year
2 years
Other time…………………
NA - referred to Level 2
NA - referred to Level 3

Assessment Terminated prior to completion (only complete if
applicable)
AP33
AP34

Was the assessment terminated prior to
completion
If C70 = “Yes” indicate who terminated the
assessment and provide the reason if known.
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Yes
No
(free text)
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